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Introduction to the Portfolio
This portfolio comprises of a selection of papers submitted in partial fulfillment of the 
Practitioners Doctorate in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. This portfolio includes three separate dossiers: academic, 
therapeutic practice and research, which exemplify my clinical and academic interests 
and evolving competencies. The purpose of this introduction is to orient the reader to the 
facets of this portfolio and the aspects of my clinical and academic experiences that have 
contributed to my evolving identity as a Counselling Psychologist.
My introduction to academic psychology began at A-Level. Thereafter when deciding on 
continuing to degree level, I was advised to pursue a Bachelor of Science as opposed to 
Arts, with the inherent assumption that the former, would stand me in better stead for a 
career within the field. Though at the time I had very little understanding of the 
epistemological underpinnings of the psychology discipline, I now recognise the familiar 
tension between the more nomothetic and humanistic approaches to understanding human 
distress. This tension has been echoed throughout in my training experience, where I 
have personally struggled to find a position between remaining with clients’ 
phénoménologies and taking a more directive approach.
I went on to complete a Bachelor of Science in Psychology at the University of 
Newcastle Upon Tyne in 2001. Yet, I left feeling very disillusioned as the curriculum was 
imbued with neuropsychology and allied disciplines. Aside from a series of fascinating 
lectures on the contentious issue of dissociative identity disorder, this degree offered me 
very little understanding of the human nature of distress. I subsequently decided to 
engage with the more the experiential aspects of psychology and related fields.
Initially, I worked as was as a Residential Child Care Officer in a hostel for homeless 
adolescents. The residents typically presented with complex psychological problems, and 
challenging behaviour, exacerbated by social and economic adversity. To develop 
trusting relationships with the residents, in light of their disrupted early attachment
experiences, coupled with high rates of staff turn over, proved to be the first in a series of 
challenges. This formative experience epitomized the importance of consistency of care, 
genuineness, but above all unconditional positive regard. Later in my training, I would 
formally recognise these as the Rogerian core conditions, essential for the cultivation of 
‘real relationships’ (Clarkson, 2003; Rogers, 1951). Once had I managed to establish 
secure relationships with each of the residents, I noticed that my life in the hostel became 
somewhat less challenging and the shifts lively, yet fulfilling. The residents themselves 
appeared more at home in my presence. On understanding their individual histories I 
developed an appreciation of the importance of primary attachments and the 
manifestation of such disruptions in early adult life (Bowlby, 1969).
My second position was as an Assistant Psychologist within a Child and Adolescent 
Mental Health Service. This experience offered me a preliminary awareness of family 
conceptualisations and approaches to working with the expression of psychological 
difficulties in childhood. However, whilst working as part of this multidisciplinary team I 
experienced great discomfort in the aspect of my role that encompassed school 
observations. The outcome of which, contributed to the body of evidence gathered to 
offer diagnoses for children presenting to various multidisciplinary clinics. During such 
observations I could sense the children’s suspicion of my presence. At the same time, my 
own apprehension with objectifying these children and potentially labeling them as 
‘Autistic’, ‘ADHD’ or ‘Aspergers’ added to my discomfort with the overall procedure. At 
the time I questioned whether such labels were of more reassurance to parents, who were 
then relieved of a sense of blame. I was left wondering about the connotations of such 
powerful labels for these children’s later lives and processes of ‘label amplification’, as it 
seemed apparent that such diagnoses became the medium through which all subsequent 
actions related to these children were determined (Wilkins, 1969).
I continued my experiential endeavor, gaining a position as a Health Care Assistant 
within a specialist Eating Disorders Service. This multidisciplinary team focused largely 
on outpatient care, of a cognitive behavioural nature. The service, in its infancy, was also 
open to more innovative ways of working. After working with several clients on a long-
term basis I was able to recognise the importance of the therapeutic relationship, beyond 
the working alliance, becoming aware of the usefulness and limitations of taking a purely 
cognitive behavioural approach with this complex client group. Interestingly, during this 
placement my very reflective clinical supervisor recognised that the service had 
inadvertently focused almost exclusively on individuals presenting with eating 
difficulties in the pursuit of thinness, aligning with the Diagnostic and Statistical Manual 
of Mental Disorders (DSM). Obesity too, seemed an equally prevalent and distressing 
concern. In order to redress this imbalance we actively engaged in devising a pilot group 
intervention, based loosely on CBT principles for people presenting with eating 
difficulties who were over, as opposed to under weight. The resulting freedom I 
experienced in challenging such a deep routed systemic assumption was very liberating 
and something I would revisit time and time again in my training as a Counselling 
Psychologist.
To supplement my experiential learning and to elaborate on my understanding of the 
severity and range of psychological distress I decided to enroll as a Health Care Assistant 
on an inpatient psychiatric ward. After bypassing my initial anxieties in response to 
people in the acute stages of psychosis and mania, this position was extremely useful in 
assisting me to readjusting my unhelpful assumptions regarding the aetiology, 
maintenance and alleviation of more enduring psychological distress. Whilst developing 
a familiarity with the medical approaches to understanding and managing severe and 
enduring psychological difficulties, I remained curious about the incongruence in 
practice. In my experience on the psychiatric ward ‘patients’ with “mental disorders” 
(DSM) appeared to be real people, who, given allowances for the effects of heavy 
sedation, were able to engage relationally. I spent many hours reading individual ‘patient’ 
notes trying to construct my own formulations to satisfy my curiosity beyond the 
psychiatric label, speculating on the individual experiences that had contributed to each 
individual’s unique expression of distress.
When I decided to embark on training as a Counselling Psychologist I was aware only of 
the humanistic underpinnings of the discipline and since then, I have wondered about my
more unconscious motivation and attraction to this particular profession. In hindsight, I 
realise that the interpersonal nature of the therapeutic encounter has always been, and 
continues to be, fundamental to my way of being with and seeing others. Furthermore, I 
recognise that my comfort in the field of Counselling Psychology also arises from the 
questioning stance that is taken towards more nomothetic approaches to understanding 
and managing psychological distress. Furthermore I align myself with the premise of the 
‘wounded healer’, valuing the discipline’s commitment to self-understanding and 
reflection, in parallel to professional development. Overall, I believe that Counselling 
Psychology as a discipline embodies a position of genuine respect for the individual 
expression of human distress in all its shapes and forms (Division of Counselling 
Psychology, 2005).
Academic Dossier
The academic dossier consists of three papers, submitted in each of the years of the 
course. The collected papers reflect either an aspect of a particular client presentation, 
and/or the therapeutic practice that I was endeavoring to understand more fully at the 
time of writing.
The opening paper, written in my first year of training, outlines the major theories 
forwarded to explain the relationship between eating disorders and gay identity formation 
in men. This paper was primarily enthused by my pre-training experience in a specialist 
Eating Disorders Service, where a male client, with whom I worked closely, had recently 
disclosed his same sex preference. This paper offered me the opportunity to develop a 
more detailed understanding of eating disorder symptomatology in relation to gay 
identity formation and more global psychological well-being. Writing this paper early on 
in my training proved to be highly informative for my later therapeutic practice.
The second essay provides an insight, through my relationship with a long-term 
psychotherapy client, into the fascinating psychoanalytic literature regarding sexual
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‘perversion’. On first encountering this area I was somewhat apprehensive, yet 
simultaneously intrigued. The understanding that I developed as a result of my extensive 
reading provided me with the preparatory understanding essential to managing the 
potentially destructive transferential and counter-transferential processes. This paper also 
acted as a very useful method of containing my initial anxieties about engaging in such 
an interesting therapeutic relationship. The demanding, yet fascinating psychotherapeutic 
journey that transpired thereafter, imparted me with an appreciation of both the 
disparaging and the latent transformational qualities of the erotic encounter.
The third paper, submitted in my final year of training, introduces the contention 
surrounding self-reflection within a CBT framework and raises questions about the 
notion of scientific, yet self-reflective cognitive behavioural practitioners. This paper was 
primarily inspired by the frustration I experienced during the transformation from a 
psychodynamic model, based on a devotion to self-reflection and unconscious processes, 
to more directive CBT, which in my experience curtailed my previously flourishing 
reflective capacities immensely. This experience acted to further confirm my belief in the 
necessity of reflective forums, regardless of proclaimed therapeutic orientation.
Therapeutic Practice Dossier
The therapeutic practice dossier includes brief synopses of each of the three clinical 
placements completed as part of my training as a Counselling Psychologist. These 
include a primary care placement, in the States of Jersey Health and Social Services, a 
National Health Service Psychotherapy Department and a specialist Substance Misuse 
Service. The placement synopses detail the orientation, duration of psychological therapy 
and typical client presentations encountered in each. The supervision received and 
accompanying professional activities undertaken are also outlined.
The therapeutic practice dossier closes with a more personal account of my professional 
development exemplified in my Final Clinical Paper. The paper, illustrated with client
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material, offers the reader a glimpse of aspects of clinical work that have informed my 
evolving therapeutic orientation and practice.
Research Dossier
The research section of this portfolio comprises of three separate, yet inter-related articles 
that are linked by their focus on family relationships in drug and alcohol misuse. My 
attraction and vested interest in substance misuse is not surprising, given that through my 
life experiences I have become very personally accustomed to the devastating impact on 
many aspects of the lives of concerned and affected significant others, an umbrella under 
which I include myself (Kenna & Wood, 2005). This is in keeping with the philosophical 
stance of Counselling Psychology, which acknowledges that as therapists we 
undoubtedly bring our own interpretative lens and psychological material to the 
therapeutic and research encounters.
The research dossier commences with a literature review produced in my first year of 
training, which provides the reader with an initial understanding of the psychosocial 
impact of illicit drug misuse on various members of the nuclear family. The review 
progresses to outline the landscape of systemic approaches recommended for people 
presenting with problems occurring in the context of illicit drug misuse. This review 
aligns with my own personal belief that psychological difficulties always occur in the 
midst of contextual and relational factors. Contemporary National Institute of Clinical 
Excellence (NICE) Guidelines in this area now acknowledge the role of concerned 
significant others and the wider social networks of people presenting to substance misuse 
services (NICE, 2007)
This initial literature review exposed many areas of potential interest for empirical 
inquiry, though I was personally and professionally drawn to understand more fully the 
role of fathers in the lives of people presenting with problematic drug and alcohol use. 
Despite an impressive body of theoretical and empirical literature that has evolved over
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the last two decades concerning fathering, I discovered a dearth in empirical research 
detailing the influence of the paternal relationship on both drug and alcohol misuse. From 
the literature it became apparent that fathers’ roles had been marginalised, or at worst 
pathologised (Biller & Kimpton, 1997; Lieberman, 1974; Phares et al., 2005). My first 
piece of empirical research in this field subsequently involved gaining access to the 
tentative, yet psychologically informed representations of clients’ paternal relationships 
from key informants within the drug and alcohol field.
My second piece of empirical research sought to generate a localised, grounded theory of 
participants’ understanding of paternal relationships in the aetiology and maintenance of 
their difficulties associated with alcohol misuse. This localised theory offers a more 
subtly nuanced picture of the role fathers in the development, maintenance and potential 
alleviation of alcohol misuse, which can be seen as adding to this socio-politically 
sensitive, yet under-researched area of the psychological literature.
Conclusion
This portfolio is the culmination of three years work towards a Practitioners Doctorate. It 
is hoped that this collection of works, provides the reader with a sense of how I have 
engaged with, and integrated theory, research and practice in my personal and 
professional development as a Counselling Psychologist.
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Introduction to the Academic Dossier
The academic dossier includes three essays that were submitted over the course of my 
three year psychotherapeutic and counselling psychology training. These academic 
papers offer the reader a flavour of the eclectic approaches encompassed as part of this 
experience. The first paper explores the major theories offered to explain gay men’s 
vulnerability to eating disorder symptomatology and considerations for working in a 
therapeutic capacity with such clients. The second paper defines the more traditional 
psychoanalytic conceptualisation of ‘perversion’. The implications for psychotherapy are 
discussed and illustrated using case material. Finally, the third paper considers the notion 
of therapists’ self-awareness in a cognitive behavioural framework, and highlights the 
value of attention to interpersonal processes and dynamics, to assist in the development 
and maintenance of the therapeutic relationship.
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Evaluation of the Major Conceptualisations Proposed to Explain Gay Male 
Vulnerability to Eating Disorders: Including a Discussion of Practice Implications
Introduction
Though eating disorders and body image concerns have been typically considered thé 
domain of female psychology, male vulnerability to such difficulties has recently 
received research attention. Preliminary evidence suggests that gay men may are at a 
proportionally higher risk, than their heterosexual counterparts to difficulties considered 
to lie on the spectrum of eating disorders. This paper will highlight and critically evaluate 
the three main theories that have been postulated to explain the relationship between gay 
male vulnerability to psychological symptoms within the eating disorders spectrum. This 
brief review outlines the earliest psychodynamic conceptualisations focusing on gender 
role disturbance, to more contemporary socio-cultural ideas and lastly those speculating 
upon the role of internalised homonegativity and fears pertaining to sexual development. 
There are several implications for health professionals working in a therapeutic capacity 
with gay, lesbian and bisexual clients presenting with such a constellation of 
psychological difficulties and an emerging body of research in this field to facilitate a 
more affirmative approach.
Several studies have noted elevated rates of same sex preference in males meeting the 
criteria for anorexia and bulimia nervosa, ranging from 12-53% (Carlat et al., 1997; 
Mangweth et al., 1997; Olivardia et al., 1995), comparable to community prevalence 
rates, estimated to lie between 2-6% (Seidman & Rieder, 1994). Though such research 
has been criticised for utilising small sample sizes, research employing larger non-clinical 
populations has reliably confirmed that gay males typically score higher on measures of 
eating disturbance and body dissatisfaction (Beren et al., 1996; French et al., 1996; Siever 
1994). Asexuality and sexual inhibition have also been widely documented in the 
literature (Herzog et al., 1984). However, these findings are not unequivocal (Bums & 
Crisp, 1983; Pope et al., 1986) and in response to such disparity authors have suggested 
that criteria used to define same sex preference have not been consistent. The latter
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research for example using orgasm in the last five years and the former, involvement in a 
sexual relationship, both are regarded as strict criteria that are frequently cited as signs of 
the more mature stages in the process of gay identity formation (Brady & Buss, 1994; 
Cass, 1979; Troiden, 1979). Furthermore, it has been argued that several studies utilising 
self-report measures, may actually underestimate the frequency of same sex preference 
(Williamson & Hartley, 1998). These inferences are further complicated by the stigma 
surrounding the disclosure and embodiment of a non-heterosexual orientation (Corrigan 
& Mathews, 2003).
Overall, the collective evidence, from both clinical and non-clinical populations, appears 
to highlight sexual orientation as a significant factor in explaining some of the variance in 
male vulnerability to eating difficulties. To date researchers in this area have failed to 
distinguish between the spectrum of eating disorders (as classified by the Diagnostic and 
Statistical Manual of Mental Disorders, DSM) therefore throughout this paper all 
references will encompass the entire spectrum of eating difficulties and disorders, unless 
otherwise specified. Three major theories have been proposed to explain such findings, 
initially from the psychoanalytic perspective, followed by more macro socio-cultural 
considerations and the most contemporary highlighting the possible role of internalised 
homonegativity (Bieber, 1962; Siever, 1994; Williamson, 1999).
Psvchodvnamic Theory
Early psychodynamic theorists focused on disturbed psychosexual development, 
‘dysfunctional’ family relationships, and associated ‘gender-role disturbance’ (Fichter & 
Daser, 1987). Such conceptualisations offer parental ‘psychopathology’ as an explanation 
for same sex preference (Bieber, 1962). One dimension consistently referred to in the 
literature, is the ‘weak father’, also characterised as distant or hostile (Seutter & Rovers, 
2004). Intensive interviews with forty two males meeting DSM-III criteria for a specific 
eating disorder, revealed significantly higher rates of “atypical gender role behaviour”, 
self-reported similarity in personality traits to their mothers, particularly in terms of
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emotional expression and sensitivity (Fichter & Daser, 1987). These participants scored 
significantly higher on femininity scales and reported being judged by others as overtly 
‘feminine’. Thirty one percent of fathers were reported as absent due to divorce, 
separation or death and the remaining noted as “playing a peripheral role within the 
family”, leading the authors to conclude that the “process of identification with the 
father, and the assimilation of male attributes and role was severely disturbed” (Fichter & 
Daser, 1987 p.415).
Though meta-analytic research has associated eating difficulties in men with increased 
‘femininity’ (Mumen and Smolak, 1997), this is not a consistent finding (Beren et al., 
1996; Russell & Keel, 2002; Walters & Simoni, 1993). In addition, such measures have 
been heavily criticised for taking an outdated, andocentric view of ‘masculinity’ and 
‘femininity’ (Marawski, 1992). Furthermore, most authors acknowledge that sexual 
orientation represents a “complex mosaic of biological, psychological and socio-cultural 
factors” (Byne & Parsons, 1993 p.229) and in this case sexual orientation is confused 
with gender identity, even though the vast majority of gay men show no evidence of 
gender dysphoria, clearly identifying as male (American Psychological Association, 
1994). This early conceptualisation also overlooks the significance of individual and 
socio-cultural factors that are undoubtedly salient for male clients who present with 
eating-related difficulties, placing the ‘blame’ in the hands of ‘dysfunctional’ families, 
particularly fathers who are absent or emotionally distant. The psychoanalytic tradition 
has frequently been described as “homophobic and very anti-gay ” which risks alienating 
this client group in practice (Milton et al., 2002 p. 188).
Socio-cultural Ideas
Since the early 1980s a body of sociologically-driven research has generated evidence in 
support of a less pathological theory, the central tenet being that the “gay male subculture 
imposes strong pressures on gay men to be physically attractive” (Hospers & Jansen, 
2005; Siever, 1994 p.252). Several researchers have compared gay, lesbian, heterosexual
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men and women on an array of body satisfaction and eating disorder scales and 
concluded that heterosexual women and gay men are more concerned with physical 
appearance, in an effort to attract and please men (Brand et al., 1992; Hatfield & 
Spreecher, 1986). It is argued that such sexual objectification in these populations 
introduces a discrepancy between perceived and actual body aesthetics, leading to 
increased eating disorder symptomatology (Stice, 1994). The convincing body of 
evidence gathered by social psychologists suggests that there is an overstated emphasis 
on slim, youthfulness and attractiveness within western gay cultures, (Taylor, 2002; 
Williamson, 1999). Analysis of the content of gay media images has also highlighted the 
value placed on a slim boyish physique (Wright, 1997).
Researchers however, have argued that the socio-cultural explanation is overly simplistic 
and presents “an unflattering implicit image of gay men as passive, uncritical 
consumers” (Williamson & Hartley, 1998 p. 162). It is also unclear if the pressure 
experienced by gay men to invest in their physical appearance emulates from the gay 
community at large, or from other gay men. This conceptualisation also fails to account 
for childhood onset eating disorders \  and assumes that individuals are familiar, to some 
extent, with the gay subculture and associated images. Furthermore, contemporary 
empirical findings suggest that gay men aspire for a lean, muscular physique or 
traditional male ‘V’ shape (Duggan & McCreay, 2004; King, 2007; Levesque & 
Vichesky, 2005). This body ideal is clearly distinct from the emaciation that typifies 
anorexia nervosa and suggests that the socio-cultural idea still has some way to go in 
explaining the more extreme food restriction practices and outcomes of this form of 
eating disorder.
* Anorexia nervosa has been documented as occurring in children o f both sexes as young as seven years 
(Dasha and Bryant-Waugh, 2003). Olivardi et al., (1995) reported mean age o f onset as 14.7 years, a in a 
sample o f twenty-five males diagnosed an eating disorder, as defined by the DSM.
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Homonegativitv Hypothesis
More recently attention has turned toward a third, less researched theory, concerning the 
effect of internalised homonegativity, whereby anti-gay sentiments are turned on the self 
and generalised to the entire self-concept, resulting in “self-loathing” (Weinberg, 1972 p. 
4). This process is thought to have a corrosive effect on self-esteem and in certain males 
may manifest in a range of psychological difficulties, including eating disorders 
(Williamson & Hartley, 1998), Homonegativity is thought to be widespread in society 
and influenced by powerful social institutions including the church and medical 
profession (Milton & Coyle, 2003). Even though attitudes towards same sex sexuality 
have become increasingly accepting, most authors believe that all gay, lesbian and 
bisexuals experience the internalised effects of homonegativity, to some degree during 
their development and not necessarily to an obvious or conscious degree (Shidlo, 1994). 
In a review of the literature Greene and Herek (1994) suggest that between 25-33% of 
lesbians and gay men have held negative attitudes or feelings about their same sex 
preference at some point in their lives. Though many individual variables may affect the 
level to which this impacts on psychological well-being including, family attitudes, 
religious beliefs, social class, locality, defensive strategies.
Research suggests that high levels of internalised homonegativity in males are strongly 
associated with overall psychological distress, depression, somatic complaints, lower 
self-esteem and eating disorder symptomatology (Greene & Herek, 1994; Kimmel & 
Mahalik, 2005; Reilly & Rudd, 2006). Several studies have noted greater incidence of 
depression, suicide, self-harm and substance misuse in adolescents who self-identify as 
gay, (Lock & Steiner, 1998; Saewyc et al., 1998) and these psychological implications 
can extend into adulthood, with significantly higher lifetime prevalence rates of 
depression and suicide (Cochran & Mays, 2000; Herrall et al., 1999). Furthermore, 
research reveals that gay men access mental health services more frequently than their 
heterosexual counterparts (Committee on Gay and Lesbian Concerns, 1991; Russell & 
Keel, 2001).
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Crisp & Toms (1972) argue that the central mechanism of anorexia nervosa is to inhibit 
the impact of sexual maturity. As such, these authors argue that anorexia nervosa is a 
massive defence avoidance response to the underlying sexual drive and the panic that 
occurs due to the perceived ramifications in adolescence, including; involvement in 
sexual relationships, identity formation and personal mortality. This would arguably be 
heightened in males who are also dealing with the difficulty of internalised 
homonegativity and formation of a gay identity (Cowie & Rivers, 2000). Anorexia 
nervosa in particular appears to have a protective value for its clients offering an illusion 
of control and avoidance of the practical and emotional currency of adult sexual 
relationships (Serpell et al., 1999). It seems plausible to suggest such protective barriers 
may be a powerful way for some anorexic males to avoid accepting and fully forming a 
gay identity and future empirical research in this area would be enlightening. The initial 
findings reported by Fichter and Daser (1987) suggested that 95% of males presenting 
with eating disorders in their study reported actively trying to suppress their sexual drive, 
describing relief in response to the loss of libido. In addition, when contemplating sexual 
relationships 75% reported feelings of “anxiety and disgust” (Dally, 1969; Fichter & 
Daser 1987, p.412). It has also been suggested that drastically reduced testosterone levels, 
as a result of self-starvation in anorexic males is analogous to female amenorrhoea; in 80- 
90% of cases these levels return upon weight restoration (Dasha & Bryant-Waugh, 2003). 
This biological and sexual reactivity may threaten security, sense of control and personal 
identity causing high levels of psychological distress (Balakrishna & Crisp, 1998).
Therapeutic Implications
Postulating a direct link between same sex preferences in males as a cause of eating 
difficulties may be over deterministic and counselling psychologists need to consider the 
numerous factors that have also been highlighted to predispose males to present with 
eating related problems, including pre-morbid obesity, teasing from peers alongside 
issues of co-morbidity with various extreme traits such as obsessive compulsive, 
antisocial and borderline personality (Andersen, 1990; Carlat at el., 1997).
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This review outlines several implications for professionals working in a therapeutic 
capacity with gay men presenting with eating disordered and related difficulties. 
Fundamentally, practitioners require an awareness of the process of gay identity 
formation, an understanding the dimensions of the gay subculture including the pressures 
from within and nuances of such communities (Wood, 2004). The British Psychological 
Society (BPS) guidelines for professional practice highlight that it is the practitioner’s 
responsibility to “make themselves knowledgeable about the diverse life experiences of 
the clients they work with” (p.7). The American Psychological Society (APA) has 
acknowledged that many psychologists do not receive sufficient training to prepare them 
to work with gay, lesbian and bisexual clients. Many graduates and novice therapists 
often feel unprepared to work effectively in this area (Pilkington & Cantor, 1996). Philips 
(1999) strongly advocates the incorporation of gay, lesbian and bisexual issues in the 
psychology curriculum to promote a more affirmative stance.
Therapists also need to be sensitive to the life stage and associated milestones of the 
clients presenting with such difficulties. Research has documented that 10-20 years is a 
crucial developmental period for gay, lesbian and bisexual identity involving multiple 
intense pressures including scrutiny of family, education systems and risk of being 
isolated (Hershberger & D’Augelli, 1999). Therapists must also ensure they have an 
awareness of clients’ current support systems, an understanding of their individual coping 
mechanisms, and adequate suicide risk assessment skills. An elevated risk of suicide 
ideation and attempt has been identified in the gay, lesbian and bisexual population, 15- 
20% (Remafedi et al., 1991). In a study of gay male adolescents D’Augelli (1993) found 
that 60% had thoughts of killing themselves and 42% had made at least one attempt.
Coming out publicly to nuclear family has been noted as one of the most difficult 
adjustment periods where adolescents are at greatest risk of suicidal ideation and attempts 
(Igartua et al., 2003; Rynolds & Hanjorgiris, 1999) and support during this crucial stage 
is vital. Parental negative reactions have been documented in the literature and suggest 
that fear about disclosure may be somewhat justified (Hunter et al., 1994). It may 
therefore be beneficial for therapists to include a session devoted to the family, in
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collaboration with the client. Families may need to adjust to the loss of hopes, 
perceptions, or expectation associated with presumption of heterosexuality (Savin & 
Williams, 1996).
The psychoanalytic tradition has been criticised for its homophobic and pathologising 
tendencies, (Ellis, 1994; Philips et al., 2001) however, research suggests that clinicians 
outside this arena may also hold heterosexist and sometimes homophobic, attitudes 
(Bieschke et al., 1999). Ethically psychologists must “strive to be aware of their own 
belief systems, values, needs, limitations and the effect on their work” (APA, 1992 
p. 1599). Particularly counselling psychologists, who through formal psychotherapy 
mediums, are obligated to evaluate and develop self-awareness of their attitudes, beliefs 
and values regarding the diversity of client experiences and how such may influence the 
therapeutic relationship (Division of Counselling Psychology, 2005; Wolf, 1997; Woolfe 
& Strawbridge, 2003).
The general aim is to provide a safe therapeutic context for clients to explore and accept 
themselves and to develop an awareness of internalised homonegativity, (attitudes of 
family, friends, religious leaders, cultures). Therapeutic work should aim to facilitate an 
understanding and exploration of clients’ same-sex orientations in a thoughtful, safe and 
healthy way (Hershberger & D’Augelli, 1999). However, health professionals must be 
wary of assuming that same sex preference, per se is the cause of eating disorders in 
males, and should be equally prepared to address issues aside from sexuality (Garnets & 
Kimmel, 1993; Milton & Coyle, 2003). It is imperative to refrain from adopting a 
reductionist approach to this complex interaction between sexual preference, and eating 
related difficulties in males. The most appropriate approach will inevitably be dependent 
on the presentation of each individual client. Yet, an understanding of both the socio­
cultural pressures specific to this client group and the potential impact of internalised 
homonegativity may be used to inform ethically sound psychological practice.
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The ‘Perverse’ Therapeutic Engagement:
Psychoanalytic Understandings o f ‘Perversion’ and Potential Manifestations within
the Therapeutic Encounter
“He’s perverse”, my supervisor informed me, much to my horror. My first psychotherapy 
client; a middle aged man (who I will refer to as Mr. B), presented with a history of 
emotional neglect and manifest symptoms of severe generalised anxiety, with a paranoid 
flavour coupled with obsessive compulsive traits. Having been raised in a household with 
a very unpredictable, “mad” mother, and an absent father, he was afforded no protection. 
During his early years and into his adolescence he experienced repeated sexual abuse, 
which was often of a voyeuristic nature, in which he described experiencing a strange 
combination of emotions, including intimacy and excitement, juxtaposed with shame and 
humiliation. My initial impression of Mr. B was of an impeccably presented, yet very 
frightened young boy, with a rather distracting, yet strangely attractive smile, that masked 
his overwhelming pain and despair. Mr. B described a history of prostituting himself to 
male customers in a somewhat distressingly compulsive manner, keeping him feeling 
deeply ashamed, yet in some sense powerful and triumphant. Here lies my motivation for 
this piece of work, to try and understand more fully the dynamics of what might be 
referred to in the psychoanalytic literature as ‘perversion’ and to prepare myself for what 
to expect, within my forthcoming therapeutic relationship. It is interesting to note my 
transferential need to understand, enthused primarily by my own anxiety, this daunting, 
yet intriguing phenomenon. This could be taken as an initial insight into the unconscious 
mechanisms at play within the ‘perversion’ itself.
After some preliminary research on the extensive psychoanalytic literature available I 
have chosen to outline a number of theories of ‘perversion’ that I feel may be pertinent to 
this client in particular. In the latter section of the paper I will discuss how ‘perversion’ 
may be encountered within the therapeutic relationship. I will endeavour to illustrate, 
using extracts of sessions transcribed verbatim, where such transference and 
countertransference dynamics have been re-enacted in our therapeutic relationship.
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Definitions of ‘perversion’ vary depending on the psychoanalytic school adhered to 
(Cecarelli, 2005) but one of the most comprehensive given to date is that of Weldron 
(1996) who suggests that ‘perversion’ encompasses three specific dimensions: Firstly, the 
individual engages in a compulsive and repetitive script (action), which they experience 
as incomprehensible, which is thought to provide temporary release of unbearable and 
increasing sexual anxiety. Secondly, the individual possesses an awareness of the 
compulsion to repeat such action but is oblivious to the unconscious hostility involved in 
the exchange, (i.e. whom he/she hates and wishes to extract their revenge). And thirdly, 
the person experiences a marked and persistent inability, to initiate or sustain satisfying 
whole object relations. Typically the individual described as ‘perverse’, experiences the 
need to remain in control, directing humiliation towards themselves or other objects, 
giving a dehumanising texture to all relationships. However, as Freud (1917) so 
accurately suggested, “some perverse trait or the other is seldom absent fi*om the sexual 
life of normal people” (Wagner, 2005 p.322). Furthermore Stroller (1975), arguably the 
most prolific author in the field, suggests that ‘perversion’ is an aspect of the human 
psyche in general, a temptation in the mind of us all. Therefore when discussing such 
phenomenon, whatever definition one chooses to adopt “we must learn to speak without 
indignation of what we call the sexual perversions” (Freud, 1917 p.50).
With more clarity on what one might refer to as ‘perversion’, from a psychoanalytic 
perspective, I will endeavour to explain how and why such patterns of relating might 
develop in certain individuals. Freud (1938) originally suggested that repeated, or 
compulsive sexual conquests, serve as a temporary reassurance against the inadequacy 
and hopelessness of ever being able to obtain, or recapture the symbiotic love for the 
mother. According to traditional Freudian psychoanalytic thinking, the origins of 
‘perversion’ are located at the centre of the Oedipus complex (Wagner, 2005). The major 
underlying symptom is anxiety, or libidinal energy, from which the individual is 
continuously driven to seek relief, even if only temporary. In Mr. B’s case his mother was 
very unpredictable and he was unable to achieve the symbiotic relationship needed to 
thrive psychologically. His libidinal anxiety was pervasively overt, and relief from that 
seemed impossible to him from the outset of our work (“it just seems like a black tunnel
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and nothing is going to help”). In traditional Freudian analytic terms, this reflected his 
infantile needs for his mother that he was striving to obtain.
Stoller (1975) went on to suggest that ‘perversion’ is the result of family dynamics, that 
through the induction of fear, cause the child to avoid immersion in the Oedipal complex 
altogether. If we think about the scene within Mr. B ‘s family, his desire for his mother’s 
unconditional love was fraught with intense anxiety due to her inconsistent and 
frightening responsiveness. The fulfilment of this natural desire seemed unachievable and 
he was never afforded the essential illusion of omnipotent control (Guigliano, 2003). His 
father, whom he described as also fearful of his powerful mother, was castrated and 
unable to introduce the crucial triangulation, thought to communicate the power of the 
phallus, giving Mr. B a sense of masculinity through separation from his mother. It is 
therefore likely that he has never felt a natural rival with his father for his mother’s 
affection (Chasseguet-Smirgel, 1984). Psychoanalytically Mr. B’s sexual encounters 
could be understood as role repetition, in which he described adopting a passive role 
much like his father, being dominated by a powerful mother, or other. Indeed, Lacan 
(1974-1975) described ‘perversion’, as literally being equivocal to père (father) -version, 
i.e., to be like the father. In this case Mr. B’s role model was a rather powerless and 
distant figure, overshadowed by a dominant and ‘phallic mother’. During the sexual 
script, and replaying of the primal scene, perhaps he was searching to re-create the 
triangulation and Oedipal resolution that occurs naturally, when the child realises that the 
father is the mother’s true object of desire and it is he who owns the powerful phallus.
Stoller (1975) urges therapists working with ‘perversion’ to try and understand the 
‘perverse’ act the client engages in, as this is typically a microcosm of their traumatic 
early history. Stoller (1975) suggests that “perverse sexual behaviour has sprinkled 
through it remnants, ruins and other indicators of the past history of ones libidinal 
development, especially the dynamics of ones family life” (p.xi). Mr. B was engulfed 
with rage towards his mother, referring to her as a “fucking bitch” and perhaps his weak, 
absent father as well. His fury toward his mother was not unconscious, although I believe 
he remains anxious about the extent and direct expression of such powerful feelings.
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Psychoanalytically, the “wish to be rid of the sexualized anxiety that contains 
unconscious hatred of the object, draws one into the perverse act, that has often been 
referred to as making hate, not love” (Valerio, 1999 p.l 19). In Mr. B’s case, his maternal 
and possibly paternal, hatred finds its expression in the way related in the world. His 
experiences of intimacy were fraught with hostility as he remained “trapped in a bind of 
love and hate for his mother, who never allowed him to stay in safe close proximity to 
her, or let him go” (Springer, 1995 p.43).
Individuals with difficulties of a ‘perverse’ nature are described as interacting with their 
partners as if they were not real people, but part objects, or “puppets to be manipulated on 
the stage where the perversion is played out” (Stoller, 1975 p. 105). Reliving the traumatic 
situation in this way has an appealing quality, as the outcome is no longer awful. The 
client is able to escape the infantile threat momentarily, whilst gaining sensual 
gratification. The compulsion to repeat this fixed sexual script is thought to stem from a 
delicate balance between triumph and failure. During the sexual script the desire for, and 
fear of symbiotic fusion with his mother is kept alive (Guigliano, 2003). The feeling of 
revenge and brutality crouched in the hope of intimacy. Individuals with difficulties of a 
‘perverse’ nature are described in the psychoanalytic literature as longing for the 
experience of intimacy, but fearing this intensely, using control to maintain a comfortable 
distance from the other. During our psychotherapy Mr. B spent approximately five 
months “bouncing around the idea of opening up to me, or keeping it all in”. Thereafter 
reflecting on his engagement in the sexual script Mr. B. described moving between both 
masochistic and sadomasochistic roles. Whilst in the masochistic role, his hostility was 
disguised during the intercourse, but in fantasy he gained mastery over his tormentor, 
through identification with the sadistic other, i.e. his customers. During such interactions 
he achieved temporary ventilation of his rage, relinquishing a sense of omnipotent 
control, triumphing over his victimising childhood objects. Indeed, it is with this defence 
mechanism that “the helpless child imagines himself parent, the potent” (Stoller, 1975 
p. 106), “trauma becomes triumph” and “one moves from victim to victor, from passive to 
object of other’s hostility and power to the director, ruler; one’s tormentors in turn 
[become] ones victims” (Stoller, 1975 p.59).
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Moragenthaler (1987) understands ‘perversion’ as defence against the danger of 
disintegration, through the return of such split off hate and rage. Individuals with such 
‘perverse’ constellations are thought to require an illusion of control, to prevent the seal 
from breaking, potentially resulting in overwhelming rage. This illusion of control is 
thought to create a sense of independence and strength, which such people were not 
afforded during childhood. However, the risk “essential in the dynamic of revenge” 
(Stoller, 1975 p. 114) that Mr. B was prepared to take when enacting such ‘perverse 
scripts’ was unconsciously calculated; too great a risk may have resulted in an 
overwhelming, uncontrollable re-experiencing of the original trauma. The fine line 
between powerless and powerful can be easily crossed, resulting in re-traumatisation. 
Indeed the central tenant of such risky re-enactments involves the possibility of failure 
and triumph. As McDougall (1972 p.378) explains: “the excited child, once the helpless 
spectator of the parent’s relationship, or victim of unusual stimulation which could not be 
dealt with, is now the producer of excitement”. Such a reliable revenge strategy and 
simultaneous sense of potency are thought to add further weight to the compulsion to 
repeat such fixed scripts. Though in Mr. B’s case, such aggressive revenge was partly 
directed towards his maternal object relation, he came to recognise the rage he felt 
towards the perpetrator of his early sexual abuse and the pervasive sense of shame he 
carried as a result (Weldron, 1996).
‘Perversions’ have long been thought of as a defence against overwhelming affect (Bak, 
1953; Guigliano, 2003; Khan, 1962; Kohut, 1971). Experiences of excessive childhood 
seductiveness in particular, are thought to relate to the aetiology of such structures 
(Chassguet-Smirgel, 1974; Khan, 1965; McDougall, 1972; Stoller, 1975). Dissociation is 
a common way of coping with experiences of violation in childhood. This defence 
mechanism allows the individual to create an illusion of safety and control in a situation 
of enforced powerlessness (Giugliano, 2003; Schwartz et al., 1995). The sexualised 
behaviour occurring in the ‘perversions’, also fulfils a similar function. In Mr. B’s case, 
though his prostitution could be perceived as a recreation of the initial sexual abuse and 
an attempt at mastery. The financial gain afforded him the necessary control of the other, 
and an illusion of safety and omnipotence. His clients being symbolic of his own
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childhood vulnerability, neediness, weakness and desire for the object, which he attacked 
becoming the persecutory mother. His hostility and revenge for their neediness appeared 
in the final exchange of money; symbolic of his power, detachment and rejection of this 
needy part of himself.
Clinical Implications
From this brief review it seems that individuals who present with a ‘perverse’ relational 
way of being in the world, may perhaps be difficult candidates for psychotherapy given 
their fear of intimacy, avoidance of psychic pain and need to relate in a dehumanising, or 
dehumanised way (Coutinho et al., 2005). In Mr. B’s case his mother and father had 
modelled the portrait of sadomasochistic relating and it is this internalised working model 
with which he is likely to feel most comfortable (Springer, 1995). He existed 
overshadowed by his phallic internalised mother and of course this dynamic appeared 
within the therapeutic encounter, where in the transference, I was quickly allotted the role 
of the persecutory mother and subsequently found myself “walking on egg shells”.
However, for many clients the ‘perverse solution’ maybe the closest genuine relationship 
they can attain and an understanding of that, is therefore crucial to the analytic process 
(Mann, 1997). Several psychotherapists, with clinical experience in the area of 
‘perversion’, have identified some key elements of the transference and 
countertransference dynamics that require careful attention within this type of relational 
encounter. Transference ‘perversions’, are thought to be potentially be very destructive 
with the agency to “suck the life out of the therapeutic engagement” (Mann, 1997 p. 162), 
as the transference embodies the patient’s sexual experience. The analytic encounter 
becoming symbolic of intercourse, where the situation of childhood sexual seduction and 
trauma are re-enacted (Rachman et al., 2005). If one is to embark upon this challenging, 
yet fascinating psychotherapeutic journey, one has to understand that the transformational 
qualities of the ‘erotic encounter’ may be constantly attacked, in the client’s attempt to 
reduce love to hostility, hatred and excrement (Mann, 1997). It is believed that such
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clients may attempt to dislodge the analyst from his/her analytic position and convert the 
entire relational encounter, to re-enact their own ‘perverse’ structure (Coutinho et al., 
2005; Mann, 1997). Mr. B of course was no exception to this. During our therapeutic 
encounter he tried very hard to draw me into the position of the sadist. In his initial 
assessment, the psychotherapist noted his “clear internal and external fragility” that 
caused her to “avoid making any penetrating interpretations that might frighten him 
away” and this has resurfaced in our early work:
Therapist: it’s a bit like what is going on in here. It’s very tense because you want to
me to push you and sometimes you feel like I am hounding you to speak, 
but you have told me that you want that, but I am not sure and it can at 
times feel very tense and uncomfortable
Mr. B: yeah I know it’s a bit sick really [laughs] sometimes I like it but other
times I don’t
During our work it appeared that Mr. B desperately wanted me to penetrate him with 
painful interpretations and at times this felt extremely uncomfortable, as I verged on 
becoming sadistically symbolic of his childhood objects. Yet, this type of relational 
dynamic is thought to be part of the difficulty, with almost any response the therapist 
makes being experienced either as seductive or attacking (Dimen, 2001). Not being 
penetrated feels rejecting and uncomfortable yet being penetrated, without any control 
(i.e. over my interpretations) was frightening. It is this type of sadomasochistic relating 
that is hypothesised to eventually exhaust both the client and the therapist, who run the 
risk of becoming a ‘perverse couple’ (Bach, 1994). Furthermore, clients with difficulties 
of a ‘perverse’ nature are thought to “attack the spirit of enquiry at the heart of creative 
analysis” (Mann, 1997 p. 177). In an effort to maintain a sense of control such clients are 
portrayed as attempting to consistently undermine therapeutic interpretations, giving a 
sterile feel to the entire analytic process. During our therapeutic relationship this occurred
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at a very subtle level, with Mr. B trying to maintain a sense of control of therapeutic 
boundaries and showing reluctance to digest my psychodynamic interpretations.
Conclusion
From this brief review, illustrated with case material, it appears that there are many ways 
of understanding what the psychoanalytic literature has coined ‘perversion’. The analytic 
challenge is to find a position between the two, sadomasochist relational extremes, 
making the most of what will inevitably manifest within the enactments and beyond 
(Guigliano, 2003). Dimel (2001) urges the therapist to think of the encounter as a 
balancing act. Mr. B, and indeed any client presenting with ‘perverse’ difficulties, require 
their sexual practices, until they feel safe enough to “stand in the space between their 
shamed and shaming states of mind” (Dimen, 2001 p.834). The psychotherapist must 
subsequently strive not let his/her own anxieties intrude and prevent the client having a 
voice, becoming the by-standing parent, who did not want to hear about the abuse 
(Lachman, 2005), or who could not bear and therefore contain the truly despairing, 
humiliating narrative, the passive voyeur (Coutino et al., 2005; Springer, 1995). Khan 
(1979) suggests that therapists working with such clients must be prepared to deal with 
their own distaste and hate in order to avoid fulfilling the client’s masochistic longings. 
Overall, the development of transference ‘perversion’ is thought to be insidious, almost 
creeping up on the analyst, unaware (Bach, 1994; Gillespie, 1952; Khan, 1979; Meltzer, 
1973; Wrye & Wellies, 1994). “Every analyst is more or less aware that the constellation 
of sexuality harbours many dangers” (Guggenbuhl-Craig, 1982 p.65) however, it may be 
extremely difficult for the therapist to notice what is emerging in the transference, as the 
‘perversion’ takes shape. The paradoxical challenge set forth, is to allow myself to enter 
into this ‘perverse’ dynamic, along with my client, yet retain my psychodynamic 
capacity.
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The Self-Reflective Practitioner;
The Role of Self-Reflection in Cognitive Behavioural Therapy
Introduction
Cognitive behaviour therapy (CBT) was traditionally developed for clients presenting 
with short-term, fairly specific problems. The focus of therapeutic work centered on the 
modification of clients’ cognitions, or behaviours, through the application of specific 
technique-driven protocols. A good therapeutic relationship, or ‘working alliance’, based 
on the Rogerian (1957) core conditions, was deemed “necessary but not sufficient to 
produce optimum therapeutic change” (Beck et al., 1979 p.45). Clients were perceived as 
people with life difficulties and therapists as those equipped with the skills to help, and 
thus initially, little attention was paid to the therapist’s interpersonal role within the 
therapeutic dyad. The need for practicing cognitive behaviour therapists to develop an 
awareness of their interpersonal style, psychological make-up, conscious or unconscious 
feelings, motives, or reactions towards patients, was not thereby perceived to be a 
fundamental dimension of training, unlike the humanistic and psychodynamic traditions. 
Indeed, many early authors took a critical stance towards such suggestion, quoting 
empirical studies that failed to reveal the explicit benefit of including a personal 
awareness element within training, on the effective practice of CBT (DiGuiseppe, 1991; 
McNamara, 1986). This view however, has changed dramatically over the last two 
decades. The therapeutic relationship has been well recognised as an active ingredient in 
therapeutic progress, alongside the specific CBT techniques, particularly when working 
with clients considered to be complex, i.e. with more enduring difficulties that require 
interventions at a schematic/core belief level (Beck et al., 2003; Norcross, 2002; Sanders 
& Wills, 2005; Young et al., 2003). The need for therapists to be alert to the possibility of 
schema confirmation reactions and potential maintenance behaviours, which requires a 
well-developed sense of their own interpersonal cognitive style and schematic material, 
has been advocated by leading clinicians in the CBT field (Beck et al., 2005; Young et 
al., 2003). The introduction of mindfulness and acceptance-based therapies that 
emphasize the value of achieving an intermediate reflective stance, allowing clients to
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observe the content of their thoughts, has also influenced a move towards a more 
experiential element within the CBT framework (Kabat-Zinn, 2005; Linehan, 1993a, b; 
Segal et al., 2002). These approaches, adapted from Buddhist philosophies also 
encourage cognitive therapists to become mindful of their own practice and way of being. 
Overall, an increasing amount of attention has been placed on the cognitive behaviour 
therapist’s role within the work and therapists practicing from this orientation are now 
strongly advised to engage in self-reflective processes (Sanders & Wills, 2005). Yet, the 
definition of self-reflection, and the extent to which cognitive behaviour therapists 
practice such, remains debatable. Several authors suggest that the self-application of CBT 
techniques and limited personal exploration in supervision, driven by the thematic 
content of client material is sufficient (Beck, 1995; Bruch, 1996; Knickenberg & Sulzl, 
1999; Padesky, 1996). Others emphasize the value of self-exploration through the 
medium of personal psychotherapy (Bennett-Levy, 2003; Gray, 1991; Kanfer et al., 1996; 
Levy et al., 2001) and fewer, promote the integration of both self-practice and self­
exploration (Bruch & Hoffman, 1996; Laireiter & Fiedler, 1996). This debate echoes the 
shifting epistemological principles of CBT, originally advocating a focused, problem­
solving technique based approach, to the inclusion of more experiential and interpersonal 
aspects of the therapeutic encounter. The philosophical stance of Counselling 
Psychology, with its simultaneous focus on both personal reflection, and professional 
development, lends itself well in claiming to amalgamate both the experiential and 
practice elements of CBT, constituting self-reflective practitioners. Furthermore, the 
Counselling Psychology profession espouses a strong commitment to personal 
exploration of the therapist, through the medium of personal psychotherapy. In addition 
to, detailed attention to the interpersonal dynamics of the therapeutic relationship and 
process.
Self-Reflection in CBT
The cognitive behavioural tradition that has dominated the statutory therapeutic scene 
since its mainstream introduction in 1979 (Beck), aims to provide clients with an
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understanding of the way in which their thoughts, emotions and behaviours interact to 
maintain their psychological difficulties. The fundamental aim is for clients to become 
autonomously skilled in pragmatically assessing the content of their perceptions and 
reactions to events, so they are ultimately able to operate from a more balanced ‘healthy 
adult’ mode as opposed to being driven by early schemas/core beliefs. The therapeutic 
aim is to preserve the client’s integrity as an adult and collaboratively make sense of, and 
achieve some control over, the difficulties they present with when they enter therapy 
(Herbert, 2002).
Safran & Segal (1990) have added strength and depth to this traditional definition of 
cognitive therapy, through the integration of more interpersonal aspects of the therapeutic 
relationship. Heavily influenced by the attachment work of John Bowlby (1969), Safran 
and Segal (1990) suggest that mis-attunements in the sending and receiving of attachment 
information, can have a highly negative effect on relational development and thereby the 
therapeutic process. Due to our imperative and evolutionary need to relate, many of the 
core beliefs and assumptions that we hold about life, the world and others are of an 
interpersonal nature, referred to as ‘internalised attachment schemas’, i.e. ways of 
relating and expecting to be related to, which form our cognitive interpersonal style 
(Safran & Segal, 1990). An essential part of many CBT assessments and working 
formulations integrate hypothesises about how clients’ cognitive interpersonal styles, and 
early interaction-based schemas, may influence their responses in therapy. The 
therapeutic relationship, in such instances, is conceptualised as a fertile medium for 
clients to test, or maintain their relational core beliefs, in an effort to confirm their 
strongly held assumptions (Beck et al., 2003; Safran, 1998; Safran & Muran, 2003).
Sanders and Wills (2005) suggest that contemporary CBT practitioners, previously 
criticised as being stereotypically detached, logical technicians, now require “a crucial 
awareness of how clients’ issues, may be played out in the here and now of the 
therapeutic relationship, as well as in the client’s life outside therapy” (p.57). Such 
awareness then informs working hypothesises and can safeguard the clinician from 
colluding with, confirming, or even avoiding, clients’ early schematic material (Kabat-
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Zinn, 2003; Young et al., 2003). For example, a client I worked during my final year 
placement in a drug and alcohol service, had developed a schema around her own lack of 
self-efficacy and associated beliefs that she was inferior to others, defective and unable to 
successfully engage in the pursuits of adult life, without a significant amount of support. 
These core beliefs developed as a result of her early history of always being 
foreshadowed by her “perfect” twin sister. This client presented with symptoms of social 
anxiety, depression and self-neglect. She has a longstanding history of heroin misuse, 
though she had been maintained on a substitute prescription for the past seven years. She 
avoided social contact at all costs fearing that others would discover and confirm her 
underlying beliefs of worthlessness and failure. This client had become a regular attendee 
at the service, not only for her prescription but for psychological support and it appeared 
that her dependency on the service, and her continual re-engagement in times of crisis, 
acted to confirm her core belief of inadequacy and lack of efficacy to manage her own 
distress and her life more generally.
As practitioners we often make assumptions that clients’ interpersonal styles and 
behaviours within the therapeutic relationship provide an accurate reflection of their 
interpersonal behaviour with others, and that such interactions are driven by underlying 
core beliefs that are central to their distress (Flecknoe & Sanders, 2004). However before 
making such assumptions, a collaborative checking of these assumptions and a pause for 
therapists’ self-reflection may be invaluable, as it is conceivable that any client’s 
behaviour could be the product of a unique interaction between the client and therapist’s 
schematic material and belief structure. In the case of the above client, my own 
psychological material, which is perhaps common amongst many therapists, centers on 
rescuing the vulnerable other and helping them to manage their distress. However, in this 
case, it was vitally important to facilitate her belief in her own efficacy, by keeping the 
intervention brief and the therapeutic focus on challenging her belief that she could not 
manage her own distress. During times of crisis, I had to refrain from trying to rescue her 
and instead encouraged her to use the CBT techniques, including affective management 
strategies and thought challenging skills, to facilitate her autonomy and gently erode her 
belief that she could not function as an independent adult.
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Bennett-Levy and colleagues (2001) particularly, advocate the importance of cognitive 
behaviour therapists’ ability to engage in self-reflection, particularly when working with 
clients with more enduring difficulties of an interpersonal nature. They caution CBT 
therapists against becoming enmeshed with clients, and suggest that a devotion to self- 
reflection and an evolving understanding of their own early schemas, feelings, motives 
and interactional styles can act as preventative measures. Several prominent CBT authors 
also promote the usefulness of self-conceptualizing and keeping ones personal working 
hypothesis running perpendicular to clients’ (Beck et al., 2003; Persons, 1989, Persons & 
Davidson, 2002). Sanders & Wills (2005) provide a useful illustration of how clients’ and 
therapists’ early schemata, thoughts, emotions and behaviors may interact during the 
interpersonal therapeutic encounter and potentially affect the overall process (Refer to 
Appendix 1).
For example, as a therapist I have some schematic material around performance and 
achievement. I therefore find myself consistently attending to my assumption that I need 
to be perfect in my clinical work. When one of the clients I worked with to achieve 
abstinence from smoking heroin, arrived late to a session, without completing the 
homework assignment, I immediately experienced thoughts about not being a good 
enough CBT therapist, not promoting the model and helping my client to engage in, and 
see the value of completing a negative automatic thoughts record. On exploring the 
reason behind her not doing the homework task, it became clear that she felt that this 
assignment was a further demand being placed upon her by a significant adult. This 
‘naturally occurring moment’ was characteristic of her early history, of having to assume 
the responsible parental role, due to both her parents having mental health difficulties. 
She went on to explain that she had experienced a lapse in her use and felt too ashamed to 
write this down. When she initially described her lapse, I experienced some frustration 
with her. This, I believe, arose from my own high expectations of myself as her therapist. 
After pausing for reflection on my own material, I was able to collaboratively explore the 
events preceding her lapse, and why in this instance she had not found certain relapse 
prevention skills effective. The session also led fluently into a discussion of her early 
family life, the development of her core beliefs about others expectations of her, and the
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introduction of assertiveness skills to enable her to say no to the demands of several other 
people in her life.
The therapeutic arena can provide clients with the opportunity to challenge and 
disconfirm negative relational beliefs and become a source rich in the modeling of 
alternative relational skills (Safran & Muran, 2003) such as in this case, where my client 
was able to model the initial stages of assertive communication. However this typically 
requires the therapist to have a sound understanding of the therapeutic interaction, their 
own schematic material and how this can potentially influence the course of therapy. Yet, 
the extent to which CBT encourages self-reflection of this personal nature remains 
contentious.
Constitution of Self-Reflection
The constitution of self-reflection in CBT has aroused debate throughout the literature, 
with some authors regarding the self-practice of CBT techniques as sufficient, and others 
suggesting the need to acknowledge the essential nature of ourselves, the core beliefs we 
have formed, that determine how we judge ourselves, situations, others and most 
fundamentally how we interact with people (Young et al, 2003). Several prominent 
clinicians in the field promote the self-application of CBT techniques. Christine Padesky 
(1996 p.288) for example, suggests that “to fully understand the process of therapy there 
is no substitute for using cognitive methods on oneself’ and several materials have been 
specifically developed for use by practicing cognitive behaviour therapists. Judith Beck 
(1995 p.312) emphasizes the objective of such self-practice; “to gain experience with the 
basic techniques of cognitive therapy by practicing them on yourself before doing so with 
patients”. The fundamental objective in this case is to improve the clinician’s technical 
competence, via experiential learning, with the primary focus centered on the therapeutic 
work and not the therapist per se (Kanfer et al., 1996). More recently, Laireiter & 
Willutzki (2003) have stressed the salience of the therapist’s personal nature, beyond 
his/her technical ability. These authors suggest that the development of insight into blind
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spots, awareness of motivational structures, personal boundaries, and interpersonal 
sensitivity are vital in reducing noxious influences on the cognitive behavioural 
therapeutic process (Zimmer et al., 1994).
Personal exploration, though endorsed by a number of practicing CBT clinicians, is not 
yet accepted as a standard element of CBT training. The requirement for trainees to 
undergo, or engage in psychotherapy, a tradition belonging to the psychoanalytic and 
humanistic orientations of therapy, is not perceived as an essential aspect of CBT training 
(European Association of Behaviour and Cognitive Therapy, EABCT). However, a 
proportion of CBT authors are accepting the notion of personal therapy and recognising 
the importance of this, in terms of providing therapists with an understanding of their 
personal difficulties, and interpersonal style (Bennett-Levy, 2003; Gray, 1991; Kanfer et 
al., 1996; Levy et al., 2001). The British Association of Behavioural and Cognitive 
Psychotherapists (BABCP), the official body responsible for regulating CBT practice, 
stipulates that “therapists must ensure that they can identify and manage appropriately 
their personal involvement in CBT and have an ability to recognise when they should 
seek professional advice”. Yet this statement assumes that practitioners possess an 
autonomous ability to self-reflect and achieve personal insight into their psychological 
make-up, including blind spots and thereafter make appropriate judgments as to how to 
manage such ‘personal involvement,’ that undoubtedly influences the therapeutic 
process. It is arguable that the extent of personal exploration occurring in the professional 
context is also highly dependent on how willing, confident and comfortable both 
supervisor and supervisee are in engaging in personal exploration, in light of the 
interpersonal nature of their relationship (Laireiter, 2000 a, b). Of course self-reflection is 
not limited to the confines of personal therapy. In CBT, self-reflection may take place in 
supervision, self-reflective assignments and experiential/practice-based groups, which 
encourage therapists to think about both professional and personal learning within this 
framework.
Overall, it appears that personal reflection is invaluable in enabling cognitive behaviour 
therapists to identify, acknowledge and manage their interpersonal schemata and
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contributions to the therapeutic process. While self-practice acts to crystallize such 
insight and enhance the acquisition of therapeutic techniques and confidence in the 
therapeutic value of CBT, (Laireiter & Fiedler, 1996). It seems evident that a 
combination of personal self-reflection and self-practice are crucial, yet, the integration 
of both elements of self-understanding remains under-researched and utilised. This is 
reflective of most of Europe, aside from Germany where discussions about the value of 
personal sensitivity of cognitive behavioural practitioners started in the 1970’s, fostering 
an ethos of self-reflection and self-practice, for the benefit of both client (Bruch & 
Hoffman, 1996). Counselling Psychology, with its requirement for trainees to engage in a 
minimum of forty hours personal psychotherapy, also strongly advocates the importance 
of self-awareness, particularly in terms of the relational dynamics of therapy, including 
the client and therapists contribution to such (Schon, 1983; Wolf, 1996). Authors who 
contest the value of integrating self-reflection and self-practice in CBT argue that as 
practical principles form the theoretical basis of CBT, self-practice, coupled with the 
experiential elements of supervision, training seminars, or practice-based workshops are 
adequate (Bennett-Levy et al., 2001; Kanfer et al., 1996). Perhaps empirical evidence on 
the efficacy of self-reflection is required, before the value of such humanistic dimensions 
are accepted and integrated into formal training, in line with the scientist practitioner 
model, that has traditionally characterised the CBT tradition (Schmelzer, 1996).
Empirical Research
Much of the empirical research looking at the role of self-reflection in CBT has been 
concentrated on measuring levels of clinical competence, as a result of the self­
application of CBT techniques, with most outcome ratings being based on therapeutic 
competence (Beck, 1995; Bennett-Levy et al., 2001). Very few studies have investigated 
the effects of self-exploration in CBT per se (Bennett-Levy et al., 2001; Frank & Vaitl, 
1998; Laireiter, 2000a). In terms of outcome research, Hoyer & Stanger (2000) found that 
therapists who attended a self-reflection seminar, were perceived as interpersonally more 
competent by their clients, in immediate post hoc therapy sessions, compared to prior
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sessions. Studies that have combined person centered self-reflection and self-practice 
reveal trainee therapists’ preferences for the former, (Gray, 1991; Laireiter, 2000b) 
despite clear recognition of the importance of self-practice for the attainment of 
qualifications and the development of their therapeutic skills. Research also suggests that 
CBT trainees perceive person centered self-reflection as effective in directing their 
attention towards themselves, making them more sensitive to their own schematic 
material, interpersonal style, and enhancing their ability to empathize and manage the 
interactional features of the therapeutic relationship (Bennett-Levy, 2001; Zimmer & 
Zimmer, 1998).
Conclusion
Therapies in general have tended to polarize themselves from those emphasizing the 
experiential nature of the encounter and those which view therapy as a specifically 
defined process. CBT has traditionally fallen at the later end of the spectrum with clearly 
defined therapeutic goals to be accomplished through the application of specific 
techniques. However as the cognitive approaches have evolved there has been an 
increasing merge, with attention to interpersonal cognitive style, processes and the 
therapeutic relationship (Safran & Muran, 2003). The CBT tradition now acknowledges 
the interpersonal value of the encounter and the need for therapists to be alive to their 
own schematic material and its potential influence on the therapeutic process. Such 
insight is ideally achieved through the combination of both self-practice and self­
exploration, facilitating a move towards more scientific and self-reflective approaches to 
working within a cognitive behavioural frame.
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Appendix 1 : Diagrammatic illustration of therapeutic interaction
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Introduction to the Therapeutic Practice Dossier
The therapeutic practice dossier contains an overview of the three clinical placements I 
have undertaken as part of my psychotherapeutic and counselling psychology training. 
The summaries offer a brief outline of my therapeutic practice and associated 
professional responsibilities. The Final Clinical Paper follows thereafter providing the 
reader with a more personalised and detailed account of my evolving identity as a 
Counselling Psychologist.
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First year clinical placement: States o f Jersey Health & Social Services 
Primary Care Psychology Service
November 2005 - August 2006
My first year clinical placement was within a Primary Care Service, being piloted in the 
Channel Islands. As a Trainee Counselling Psychologist, I was located in two GP 
surgeries, serving a population of approximately 90,000 people.
The Primary Care Service was managed by a Consultant Clinical Psychologist and 
consisted of four counsellors supervised by a Clinical Psychologist located within the 
island’s Psychological Therapies Service. The Primary Care Service accepted referrals 
from a variety of sources, including General Practitioners, the islands Community Mental 
Health Team and tertiary services. Referrals were triaged and allocated during weekly 
referral meetings held at the Psychological Therapies Service.
The Primary Care Service routinely offered short-term psychological therapy, (6-8 
sessions) for clients aged 18-65 years presenting with mild to moderate psychological 
difficulties. Due to the pilot phase of this service, there was a significant degree of 
flexibility, dependent on clients needs and contracts were typically extended for more 
medium-term work, (up to twelve sessions). My clinical work within this placement 
encompassed a diverse range of psychological problems including; depression, anxiety, 
relationship problems and eating difficulties.
My theoretical orientation was primarily person-centered. In light of my clinical 
background in cognitive behavioural therapy and my supervisor’s orientation towards this 
way of working, I also offered cognitive behavioural strategies to clients, where it was 
deemed potentially useful and clinically appropriate.
Due to my personal interest in Family Therapy I joined the Family Therapy team during 
the last five months of this placement, offering systemic assessments and therapeutic 
interventions to families based on a narrative model.
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Second year clinical placement: An NHS Psychotherapy Department
September 2006- July 2007
My second year clinical placement was within a Psychotherapy Department of a large 
Mental Health NHS Trust. This secondary care service offered individual and group- 
analytic psychotherapy to clients presenting with severe and enduring psychological 
difficulties. A proportion of such clients were inpatients from the Psychiatric Hospital in 
which this service was based. The site also included a Drug and Alcohol Service and 
Psychological Therapies Department, serving nearby rural and urban communities.
The psychotherapy team consisted of: a lead Consultant Psychiatrist who specialised in 
psychotherapy, two Group Analytic Psychotherapists, three individually trained Adult 
Psychotherapists and four Honorary Psychotherapists. Referrals to the Psychotherapy 
Service were accepted from a variety of professionals situated in primary and secondary 
care services. A significant proportion of such referrals were received from the 
Community Mental Health Team and Specialist Psychological Therapies Service within 
the Trust.
The Psychotherapy service offered individual and/or, group psychotherapy to clients in 
late adolescence up to 65 years of age. Psychotherapy assessments were completed by 
qualified psychotherapists. Thereafter recommendations regarding their care pathways 
were discussed during weekly, referrals meetings. Clients were typically offered contracts 
of individual or group psychotherapy. The duration of psychotherapeutic work varied 
from one to three years, depending on the severity of clients presenting difficulty. The 
psychodynamic orientation of team members included Object Relations, Bionian, Jungian 
and Kleinian.
As a Trainee Counselling Psychologist within the team I practiced individual 
psychodynamic therapy, supervised on a weekly basis by a Jungian trained Analytic 
Psychotherapist. Furthermore, I was a co-facilitator in one of the department’s general 
long-term, open-ended psychotherapy groups, supervised by an analyst trained in group
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psychoanalytic psychotherapy. During my varied psychotherapeutic practice I encounter 
clients presenting with diverse and often co-morbid psychological problems, such as 
severe depression, anxiety, obsessive compulsiveness, anger management, relationship, 
psycho-sexual and ego-syntonic difficulties.
During this placement I also attended several interdepartmental meetings regarding 
clinical governance and NHS policy issues. For my own development, I also voluntarily 
attended a series of psychiatric seminars, detailing contemporary clinical debates, service 
audits and case presentations. These multidisciplinary forums offered invaluable insight 
into the contrasting world of psychiatry and the more medical approaches to addressing 
human distress.
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Third year clinical placement: An NHS Substance Misuse Service 
September 2007—August 2008
My final year placement was within in a specialist NHS Substance Misuse Service. 
During this split post I worked as part of both the Alcohol Service and a Drug Treatment 
Centre, within the same NHS Trust, serving an inner city population that was both 
culturally and socio-economically diverse.
The multidisciplinary alcohol team comprised of a Consultant Psychiatrist, a 
Psychologist and six Mental Health Nurses. As well as a Social Worker, and 
Occupational Therapist, employed on a part-time basis. The Alcohol Service accepted 
referrals from primary, secondary and tertiary services. Care pathways included a brief 
initial assessment (BIA), followed by a comprehensive assessment (CIA), including a full 
medical examination. The majority of clients referred to the Alcohol Service had recently 
completed inpatient or community detoxification programs and were thereafter offered 
outpatient support in the form of regular key working sessions to sustain their abstinence.
The Drug Treatment Team comprised of four Psychiatrists, (including two Senior House 
Officers), a Social worker. Occupational Therapist, a Psychologist, seven Mental Health 
Nurses and a Pharmacologist. Referrals were accepted from primary, secondary and 
tertiary services, though the majority of referrals were received through the drop in clinic 
operating from 10am to midday Monday to Friday. A small proportion of clients were 
also referred though the criminal justice system, via a drug intervention program running 
as an adjunct to the service. The population consisted primarily of poly-substance 
misusing and opiate (heroin) dependent clients. The care pathway also included a brief 
initial assessment (BIA), followed by a comprehensive assessment (CIA) including a full 
medical examination.
Internal referrals for psychological therapy in both services were considered once clients 
had maintained a significant period of abstinence, or stabilisation on a substitute
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prescription (either methadone or subutex). The range of psychological therapies offered 
in accordance with the National Institute of Clinical Excellence guidelines (NICE 2007) 
included individual, short-term to medium-term CBT (12-24 sessions) for co-morbid 
psychological presentations and a variety of groups (motivational enhancement, stress 
management and assertiveness training).
During my placement 1 was responsible for the co-facilitation of a short-term (8 session) 
CBT orientated Stress Management Group and a long-term (1 year) Phase 4 Group. The 
latter aimed to encourage clients who had achieved and maintained stability, to foster a 
more extensive and independent attitude to self-management of their treatment and 
lifestyle issues. My clinical work also included the development of a group protocol to 
address National Drug Treatment Targets based on the principles of Motivational 
Enhancement Therapy.
The client presentations I encountered during this placement varied considerably in terms 
of complexity and co-morbidity. In summary, the range of clinical presentations included 
severe depression, chronic anxiety, panic, bipolar affective disorder, anger management 
difficulties, post-traumatic stress, and difficulties classified on the personality disorder 
spectrum. I received weekly supervision during my therapeutic practice from a 
Counselling Psychologist specialising in substance misuse.
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Final Clinical Paper
‘Don’t just stand there, do something and don’t just do something stand there”
[Szasz, 1975 p vii]
I have decided to take this opportunity to provide the reader with a glimpse of the most 
salient aspects of my training as a Counselling Psychologist, using the metaphorical 
illustration of a passion that is close to my heart, that of scuba diving. For me learning 
and subsequently being able to dive in a qualified and safe manner has opened a new 
world of boundless intrigue, respect for life and ecological systems that continues to 
fascinate me way beyond my initial expectations. In the same vein that my clinical 
training has given me a coherent framework to explore the idiosyncratic nature of the 
human psyche and behaviour that continues to captivate me, client after client.
Learning to Scuba Dive
Though I had decided that I wanted to learn to scuba dive whilst traveling South East 
Asia in 2003,1 was also acutely aware of my pervasive terror of sharks and the expansive 
and dangerous potential of the open sea. For me learning to scuba dive initially 
represented a personal challenge, to conquer my fear of the open water. I did not expect 
the awe, wonder and fascination of this parallel world that followed, which seems 
limitless in its capacity to captivate me. With hindsight in many ways I liken this 
experience to that of training as a Counselling Psychologist. I entered the profession from 
the outset to gain a qualification, to effectively learn the procedure and do it, i.e. offer 
therapy to others who were disturbed by psychological difficulties. I had not expected to 
myself undergo such a phenomenal personal challenge and process of intriguing 
reflection that continues to this day.
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Fear o f the Open Water
My fears in regard to clinical training were evident from the outset. I found it difficult to 
tolerate uncertainty. The illusion of certainty that pre-training background in a 
nomothetic medical model had offered me was a comforting defense against the anxiety 
of not really knowing. I embodied a position of psychiatrically imbued certainty and cure, 
oh how deluded I was! Almost like the omnipotent infant. I had also convinced myself 
that iff learnt all the diving procedures and was safeguarded by my equipment I would be 
essentially protected from being eaten alive or suffocating. I knew this to be intuitively 
irrational of course, just as I had also come to question the limits of the more positivistic 
cognitive behavioural approaches that characterised my pre-training days. However, I 
was far from ready to move away from my comfort zone.
In the initial stages of my training, I found myself comforted by the well known 
evidenced based practice text, ‘What works for whom’ (Roth, 2005), a book that I found 
myself clutching, clinging in my naivety to the certainty that I hoped this all 
encompassing, or so I presumed, text and others such like it would provide me with. It 
became my bible, a transitional object that I could refer to in times of uncertainty. I 
questioned obstinately notions of ambiguity, felt deskilled giving up my role of the expert 
clinician and was puzzled at having to work purely at a relational level. This 
phenomenological way of being, was so unfamiliar to me in a clinical setting that I 
defended against it pretty adamantly for a fair while. Though I could happily quote the 
relational research, fully understanding the true depth and transformational quality of this 
evolutionary-based, fundamental therapeutic medium was another chapter in the volume 
of my training. It was almost as if with hindsight, I was denying the fundamental aspects 
of what it is to be human, the self-actualizing capability and the power of being in a 
relationship with another (Maslow, 1968). Due to my strong position of empirical 
comfort, I struggled to place my trust in the Rogerian conditions, (Rogers, 1951) though I 
understand that this is not an unusual reaction in the early stages of training, particularly 
when one has moved from an illusion of knowing the truth, or being the expert, to simply 
another human being in a room, accompanying another person in the trials and
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tribulations of human existence (Rogers, 1951). Yet, when diving, it is near on 
impossible to forget that you are human, as we simply cannot breathe underwater. It is 
that simple and despite how my imagination becomes immersed into the sea life I am 
always reminded by the sound of my own breath and the rather intrusive stream of 
bubbles floating upwards that I am a human being, immersed in the fluidity of a matter 
much greater than me.
During the early stages of my training as a Counselling Psychologist I remained firmly of 
the conviction that the Rogerian core conditions were “necessary but not sufficient to 
produce optimum therapeutic change” (Beck et al., 1979 p.45). I was driven by the urge 
to do something, fix someone, find out what worked for them and provide that. I 
attempted to become the rescuer, in Kaplan’s (1968) drama triangle, and alleviate despair 
and human suffering. That I came to realise, was a mammoth and unconquerable 
mountain that had arisen from my own early psychological material. My position in the 
family had been one of assuming the responsibility for maintaining emotional 
equilibrium. This role instilled a very early desire to mitigate the despair of others and 
somehow repair, expectations that were beyond the realm of my childhood 
responsibilities. I am relieved to say that this position has been softened remarkably 
throughout my training, particularly in response to clients who present with expectations 
of cure, complete relief, as if I had the so called ‘magic wand’. My acceptance of 
decreased responsibility for client’s progress has been further solidified in my final year 
experience, working as part of a substance misuse team, where I was faced with a non- 
attendance rate of almost forty percent. After bypassing the initial stages of frustration, 
this process has actually been very helpful in forcing me to readjust my own 
expectations, from both clients and myself as a therapist. I have also come to realise how 
my own very high expectations can actually work to intrude on the clients actualizing 
tendencies in some instances, or lead to a gross underestimation of their ability to take 
responsibility for making significant changes to their lives and achieve a sense of 
autonomy.
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I have also noticed that clients’ actualizing tendencies can become compromised at a 
systemic level, not only by the interpersonal relationships they are involved in but the 
statutory services they are embedded within. For example, the first client I encountered 
within my final year clinical placement. Miss S. had developed a pervasive belief in her 
own lack of efficacy. Miss S. was an identical twin who reported an early history of 
always being foreshadowed by her “perfect” twin sister. Her clinical presentation 
included symptoms of social anxiety, depression marked by severe self-neglect and a 
longstanding history of substance misuse. Miss S. had a history of interventions with the 
service of a psychopharmacological, supportive and psychological nature, dating back 
some seven years. It appeared to me that her dependency on the service, and her 
continual re-engagement in times of crisis, acted to confirm her own perception of herself 
as incapable of managing her own distress and her life more globally. In her case, the 
most crucial dimension of our work focused on facilitating her belief in her own efficacy, 
gently challenging the notion that she could not manage her own distress, whilst 
validating and acknowledging the origins of her difficulty (Young et al., 2003). Miss S. 
quickly fostered a reliance on me and a belief that I was responsible for her progress in 
therapy. She presented with a number of interpersonal crises and I had to refrain from 
trying to rescue her and instead encouraged her to rely on her own resources and ability 
to utilise her own therapeutic skills. In this instance, it was vital for me to try and avoid 
the trap of nurturing an unhealthy dependence. Attending to the idealised position I had 
been placed in thereafter, formed an essential aspect of the therapeutic work. I also 
believe that in her case the ‘tool kit’ of CBT skills were invaluable in facilitating her 
autonomous development as an independent person, aside from the combined shadow of 
her twin sister and perceived maternal expectations (Herbert, 2002).
The Human Breath and Being
For me the most astounding part of the experience of scuba diving is an awareness of 
what it actually means to be a human mammal, and enter a parallel world. No matter how 
many dives I go on, I am still struck every time by the realisation that I am breathing
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under water, yet I am human and I spend the first few minutes in awe of this simple fact. 
Similarly, for me this is an essential acknowledgment within any therapeutic endeavor: to 
recognise within yourself for every fifty minute session you are diving into the 
phenomenological world of another, whose experience of the world should never be 
assumed to reflect that of the therapists. Each client is unique, much in the same way that 
each dive experience is unique and will be experienced differently by all people. Though 
dive after dive, you may see similar sea life and corals, it will never form exactly the 
same configuration. Personally, this is where the ongoing awe lies both in diving and 
client work alike. Of course, from a psychodynamic perspective, I do not deny that client 
presentations can often represent an aspect of our own experience that requires some 
careful thought, yet I am of the conviction that efforts towards preservation of the 
phenomenology of another is central to any ethical therapeutic encounter.
This sounds very idyllic and is not always as straightforward as it appears, particularly 
when working within multidisciplinary teams (MDT) that approach client work with 
diverse agendas. This was especially evident in my final year specialist substance misuse 
placement. A male client in his late thirties, for example, who was referred for 
psychological therapy presented with alcohol misuse as a coping strategy for his 
pervasive low mood, stemming from an early history of invalidation, physical and verbal 
abuse perpetrated by his primary caregivers. This client continued to make efforts 
towards the preservation of a relationship with his mother, despite her persistent verbal 
abuse and violent attacks towards him. He spent most of his waking day in the pub and 
had done for almost a decade. An aspect of our therapeutic work involved the 
collaborative acknowledgement of the risks this placed him at, both in terms of his 
drinking and potential unpredictability and violence. However, we also recognised that 
the pub had become his stability zone. A reliable respite from the interpersonal 
difficulties that pervaded his home life and the hub of his social life, much to the 
infuriation of his key worker, whose goal centered on achieving and maintaining 
abstinence and thereafter relapse prevention.
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In this instance, and many others alike, I have found it imperative to share aspects of my 
case conceptualisation to offer members of the MDT a psychologically informed 
understanding of the apparent illogical logic of clients’ continual engagement in very 
high-risk situations, in this case the domestic violence dynamic Avith his mother. As I 
noticed that concerns regarding his risk, including my own were quite quickly evolving 
into frustration. In this case, balancing the dynamic of respecting and validating his 
surrendering coping strategies, versus managing the risk that such placed him at, resulted 
in much internal tension on my part, particularly in light of the legislative culture we exist 
within (Schwartz & Rogers, 2004). After devoting a number of sessions to CBT and 
schema based strategies aimed at assisting him to move towards the contemplative stages 
of change in his relationship with his mother, we decided that using the therapeutic 
relationship as an alternative emotional stability zone was perhaps more realistic, given 
the pragmatic limits of our twenty session therapeutic contract, whilst increasing his 
mindfulness about his participation in relationship with others. After lengthy discussion 
of his anxieties and ambivalence, I referred this client for long-term, group 
psychoanalytic psychotherapy to address his complex relational needs.
The Diving Essentials
As a result of my clinical training, particularly the detailed attention afforded to the 
development of the therapeutic relationship, characteristic of the humanistic tradition, the 
core conditions of genuineness, empathy, unconditional positive regard have formed the 
foundations of my practice, regardless of my proclaimed therapeutic orientation, not only 
for the purposes of engagement, but as an essential way of being and seeing others. I 
regard the core conditions to the essential equipment for any scuba dive and I aim to 
embody these relational skills primarily to provide a safe, predictable therapeutic 
environment that allows for the non-judgmental exploration of clients’ presenting 
concerns. In my clinical experience, aiming for such an approach, often acts to mediate 
avoidant and chaotic attachment styles, providing a sense of containment (Gilbert & 
Leahy, 2007). I liken the container of the therapeutic relationship to one of refuge that for
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fifty minutes can allow clients a forum that is very different from their usual experiences 
on dry land (Bion, 1962). I now have a catalogue of personal clinical evidence to suggest 
that well attuned therapeutic relationships are internalised either as an explicit or implicit 
part of the therapeutic work (Greenberg, 2007). The power of attaining relatedness and 
perceiving others as emotionally available, given life’s inevitable breaches in relatedness, 
should not be underestimated, alongside the space that such an encounter allows for 
corrective transferential experiences within a real relationship (Clarkson, 2003). It is my 
understanding that clients’ difficulties are always fundamentally relational in nature and, 
therefore, my way of being with another is as crucial as the therapeutic approach I adopt. 
However, I also believe that my capacity to relate is not a technique that has been 
learned, but something more of an innate human quality that has been finely tuned.
Likewise, my clinical experience has also taught me that mis-attunements in both the 
sending and receiving of attachment communication can have a crucial effect on the 
development of the therapeutic relationship and consequential processes (Sanders & 
Wills, 2005; Safran & Segal, 1990). Indeed, how all aspects of verbal and non-verbal 
communication might be received by clients, varies and typically relates to their early 
attachment patterns and object relations (Lemma, 2003). This was very evident in my 
experience of practicing psychodynamically with a very internally fragmented client, 
who presented with an array of longstanding, complex psychological difficulties. For this 
particular client, intimacy was fraught with overwhelming anxiety, due to his early 
experiences of a “terrifying mother”, who was unavailable to tolerate his distress. 
Throughout the therapy I found it almost impossible to attune my relational style, as my 
communications either seemed to be experienced as attacking, yet comfortably familiar, 
or frighteningly intimate. A sadomasochistic dynamic came to characterise the entire 
piece of therapeutic work (Bach, 1994; Dimen, 2001). So though I attempt often 
consciously and sometimes implicitly to adjust my relational style, in a limited re­
parenting manner (Young, et al., 2003) in many cases, the therapeutic relationship 
becomes a fertile medium for clients to test, or attempt to maintain their attachment style, 
that often underlies their presenting difficulty. With the aforementioned client in the
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countertransference, I became overly cautious of my minute attachment signals as if 
“treading on egg shells”, a reflection of his early experiences of his mother.
During this therapeutic encounter I also experienced an unsettling incongruence and 
internal tension at having adhered to the very strict boundaries of the psychodynamic 
approach, especially at the beginning of our initial sessions when this client would 
inevitably experience a panic attack, intimate relating bringing with it such a deep sense 
of fear. My automatic response was typically an overwhelming urge to rescue him from 
the depths of this anxiety which, of course, can be construed as counter-transferential 
reflection of his unmet infantile desire for a safe object during times of despair (Fairbum, 
1952). Yet, at the same time, I felt that I was being unresponsive to his needs and 
distress. In hindsight a more humanistic, or skills-based approach such as mindfulness, or 
controlled breathing would have been valuable in helping this client to regulate his- 
emotion and thereby engage more fully in sessions. Such an approach may have also 
acted to mediate aspects of the inherent persecutory dynamic.
Neutralizing Processes
One of the most critical areas of knowledge for safe scuba diving is an awareness of the 
physiological effects of nitrogen under the pressure of water. This vital information 
allows any scuba diver to calculate the amount of surface time required to neutralize 
excess nitrogen before they can dive safely again. So in any given day, for example you 
may experience 3 dives, depending on the depth of descent and surface time allocated 
between each. This ‘surface time’ allows the natural physiological system to detoxify the 
excess nitrogen, preventing fatal internal injuries. In terms of my therapeutic practice, I 
liken this to my skills in the management of my clinical caseload that affords me the time 
to devote to processing client material and the resources and mediums for such. My 
commitment to self-reflection is paramount, in providing safe and ethical therapy for 
clients and in safeguarding myself during the often, intense therapeutic process. 
Counselling Psychology as a profession espouses a dual commitment to both personal
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and professional development, which I have found invaluable in contributing to my 
development as a self-reflective practitioner.
Over the years the development of my reflective space has varied. In my first year of 
training I experienced the luxury of a pilot primary care project that did not include the 
bureaucratic pressure valve of a waiting list. I was afforded more than sufficient time 
between clients to pay careful attention to the more subtle nuances in client material and 
process. Effectively I was neutralizing my last session before been rejuvenated to begin 
once more. Yet, it wasn’t until my second year in psychodynamic training that I realised 
how crucial neutralizing my own processes and understanding clients’ impact upon me, 
then named countertransference, would be to my clinical work. I recall in my first year 
placement being moved tremendously by the power of projective identification with a 
man who was referred for help in returning to work after experiencing a traumatic 
episode of bullying (Klein, 1946). Mr. M. was a 56-year-old man who presented from 
the outset with a narcissistic defensive structure as a result of an early history of 
unpredictable physical abuse, perpetrated by his primary giver. With my very 
underdeveloped psychodynamic skills, at this point in my training, I found it difficult to 
initially recognise that Mr. M.’s arrogant persona and grandiose sense of entitlement were 
self-protective efforts to avoid further victimization and exposure within the adult world. 
I was simply outraged with his efforts to devalue me and I decided firmly that I could not 
adhere to the Rogerian conditions with him. In effect, I required some surface time to 
complete our short-term therapeutic contract. I was afforded this within the safety of an 
open supervisory dialogue and secondly in my developing experiential understanding of 
projective identification.
Submerging into the Depths of the Unconscious
Submerging into the psychodynamic world of unconscious processes was like diving in 
the tropical waters of Malaysia, with its vibrant fluorescent corals and breath-taking sea 
life. The eclectic mix of practitioners in my clinical placement and the very
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comprehensive course curriculum, presented me with an enchanted world of intriguing 
fantasy that was also intrinsically plausible. Furthermore, the free association of thought 
allowed was extremely liberating, as it offered me a medium to understand my own 
internal experiences that I had not been able to articulate. Working at this very instinctual 
and primitive level provided a tangible quality to the internal world and the fascinating 
dynamics of the ‘royal road’ to the unconscious (Freud, 1899). My clinical supervisor, a 
Jungian Analyst, encouraged me to “get into the bath with clients” (Jung, 1983) and 
coming to realise that I would not drown in the depths of their trauma, or transference, 
was one of the most satisfying aspects of the experience, particularly when working with 
clients whose presentations were ego-syntonic, longstanding and complex (Lemma, 
2003). Discovering my own confidence in trusting and applying my often very astute 
countertransference, required some extensive work in personal therapy, assisting me to 
pacify my own harsh superego that found its way into the supervisory relationship.
Early on in my psychodynamic experience, I noticed my aptness in the role of empathie, 
responsive mother and my difficulty in giving the interpretative father his place. 
However, my ability to work outside the idealised, typically maternal transference was 
usefully challenged with one client whose mother committed suicide when she was 
twelve years old. In our ninth session, of an eight-month contract I overslept, despite 
paying pedantic attention to the therapeutic boundaries, in light of her history of 
unpredicted abandonment. This dramatic re-enactment, directed our attention towards the 
negative transference and the client’s difficulty in acknowledging the rage she had, 
concerning her mothers untimely death. I also came to realise that I had been colluding in 
such avoidance and unlocking my own chest of rage, towards my early objects, was a 
painfully liberating one.
Unfortunately, in my experience the luxury of this depth of reflection and space for 
considering unconscious processes was lost in my final year supervisory experience, 
within a CBT framework and this resulted in some stifling problems. I felt overwhelmed 
by projections and strong transferences but without the inter-subjective arena to assist me
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in defusing them. A severe bout of nitrogen narcosis^ set in and I felt disorientated and 
extremely frustrated that the intangible qualities of both the therapeutic and supervisory 
encounters lost their meaning despite their overwhelming presence. As a result I have 
come to value the reflective space and attention to process afforded by the psychoanalytic 
approach more profoundly than ever before.
The Supervisorv Compass
One of the most essential pieces of equipment when diving is a compass, used to 
orientate the diver, as underwater such natural capacities can become disrupted, 
particularly in the face of strong currents. Continuing with the metaphor, in my 
experience supervision has become a reliable piece of equipment to orientate and 
navigate me, both through my clients’ psychological distress and the direction of personal 
and professional growth. Rather like psychological therapy, scuba diving is always done 
in a buddy system, as one cannot dive alone, nor wishes to. This is primarily for purposes 
of safety but also the enjoyment and fascination that can be thereafter shared for several 
hours, days or even, and in my case, years.
On reflection, my three training supervisory encounters have been extremely diverse. In 
my early training days I valued greatly the very open and supportive supervisory 
relationship offered, very much in line with the humanistic principles. I felt comfortable 
discussing the numerous challenges inherent in this first year of practice. There was also 
a complementary dynamic of creativity offered, by a supervisor with an impressive 
repertoire of clinical experience. From the outset his relaxed approach to therapeutic 
orientation, that I now realise underpins his freedom to be creative, aggravated my sense 
of uncertainty and obsessive need to produce the correct psychological approach. After 
some time and discussion I was able to acknowledge the inherent benefits of his
 ^Nitrogen Narcosis is a reversible alteration in consciousness producing a state similar to alcohol 
intoxication in scuba divers who breathe high-pressure gas at depth.
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supervisory and therapeutic style, which allowed me to ease a pervasive sense of 
restraint, facilitating creativity within my own clinical work.
On meeting my second year supervisor, a Jungian Psychoanalyst, I was struck by an 
immediate and unnerving fear of transparency. She embodied my first encounter with 
psychoanalysis and I believed she possessed the power to see through me. On reflection I 
have realised that this perception is perhaps held by many clients of psychologists, who 
enter the mystifying world of therapy with the belief that therapists can read their mind, 
coupled a complimentary fear of potential self-exposure (Spinelli, 1994). In light of this, I 
find a transparent approach to working, at least initially, helpful in reducing clients’ 
anxieties of this nature. During this psychoanalytic supervisory relationship, I recall 
swinging from idealising, to devaluing the supervisor and in the process recognised the 
true Kleinian paranoid-schizoid positions (Klein, 1946). Thankfully, I managed to 
achieve something that could be described as the depressive position, being able to 
recognise her for what she was; neither truly perfect nor totally imperfect but ‘good 
enough’ (Winnicott, 1965). This learning proved personally and professionally 
invaluable.
My final year supervisory experience was characterised by some extremely strong 
currents, that required a great deal of effort to swim against, though I managed, albeit 
with great exhaustion, to use the experience productively to form a working alliance, that 
was ‘good enough’ (Winnicott, 1965) to facilitate the development of my understanding 
of the diversity and applicability of cognitive behavioural therapy techniques. Overall, I 
feel I have integrated the idiosyncrasies of each of my supervisory experiences to 
construct, an autonomous “internal supervisor”, skilled to respond to clients in an 
appropriately integrative manner (Caseman, 1990, p.9).
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Overview
I would like to take the opportunity in this final section to offer a summary of my 
theoretical approach at present. Firstly, I make a concerted effort to approach client 
presentations with an eclectic mind. Adopting the humanistic values, I aim to give 
credence to client’s phenomenological accounts and foster a therapeutic relationship that 
facilitates an open dialogue and a truly collaborative, yet evolving understanding of their 
presenting problems.
I have also come to revalue the cognitive behavioural therapy techniques acquired in my 
final year, which if skilfully practiced with an open mind, I believe can incorporate 
humanistic values and attention to interpersonal processes (Sanders & Wills, 2005). I 
have found that it is possible, if one is prepared to lay the manual to one side, to truly 
work in a collaborative manner with clients, and offer a series of practical tools which 
they have at their disposal, to manage distressing symptoms. Furthermore, I find the 
‘third wave’ CBT approaches personally satisfying, particularly mindfulness, with its 
inherent stance of acceptance of psychological processes. To date, I have found such 
approaches very useful in facilitating a more compassionate mind in helping to mediate 
persecutory internal objects that seem to be a consistent feature of many clients’ 
experiences (Gilbert, 2000; Kabat-Zinn, 2005).
I also find myself wearing, a kind of invisible psychodynamic layer that acts much like a 
wet suit for diving, as a self-protective coating that keeps the person warm, and lightly 
protected from the elements of the unconscious underworld. I have found the 
psychodynamic perspective particularly helpful in attending to the latent meaning within 
clients’ narratives and non-verbal communication. In my experience, an object relations 
framework provides an understanding of who I may come to represent at different times 
throughout the process and can pave the way for positive and negative transference and 
countertransference material to emerge. My psychotherapeutic training suggests to me, 
that attention to such unconscious dynamics assists in the identification and 
understanding of the origins of my countertransference responses. I also find such insight
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advantageous in defending against the possibility of confirming clients’ schematic 
material and reducing, as far as is humanly possible, my own ‘neurotic 
countertransference’ material intruding on the therapeutic process. Possessing a 
knowledge of unconscious processes, often allows me to “become an island of constancy 
in a sea of chaotic difficulty " (Rogers, 1951 p.71), grounding me as a therapist, person 
and part of the many systems to which I belong, when being dragged by strong 
psychological currents.
In summary, the core dilemma of my training as a Counselling Psychologist has been one 
of achieving a balance between being with clients in their phenomenology and doing, i.e. 
offering evidenced-based therapeutic techniques. Over the last three years I have acquired 
a good repertoire of therapeutic interventions, my own empirical and experiential guide 
as to what might help whom. My approach largely depends on clients’ presenting 
difficulties, their attachment style, the pragmatic limits of the setting in which I am 
working, a combination of best practice guidelines and clinical intuition and 
consideration of client preferences. However, I can claim to kit myself up with such a 
catalogue of therapeutic tools, much like the self-contained, underwater breathing 
apparatus (Scuba) but essentially in the therapeutic room, I am me, another human being 
open to the elements and immersed in the fluidity of life’s processes.
Future Diving Adventures
I would like to take this opportunity to remind the reader that this paper has been written 
as a reflection of my professional identity as a Counselling Psychologist, in the here and 
now. I have therefore decided to include some thoughts on directions for my future 
processional development, in line with CPD recommendations (BPS, 2000). I have a 
vested interest in bringing together my passion for psychodynamic thinking, particularly 
object relations, within a time-limited framework and I am therefore considering gaining 
formal training in cognitive analytic therapy (Ryle, 1991). I value the transparency of this
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approach that does not curtail the human and personality characteristics of the therapist, 
through a restrictive focus on stringent therapeutic boundaries.
In the meantime, I am considering seeking more supervised practice in schema therapy, 
as I have valued greatly the integrated focus on cognitive and experiential elements. This 
approach brings together the head and the heart, whilst exemplifying an appreciation of 
clients’ attachment needs and the importance of the therapeutic relationship (Young et al., 
2003). On a personal note, it has been two years too long since my last scuba dive and I 
intend to revitalise myself by visiting this amazing underworld once again on completion 
of this course and to allow myself to marvel the beauty of this parallel world once again.
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Introduction to the Research Dossier
This research dossier consists of a literature review and two qualitative pieces of 
research. The literature review outlines two dominant theories that have been proposed to 
explain the development of drug misuse from a family perspective. The latter section 
outlines and critically evaluates the range of family therapy techniques advocated for 
working with drug misuse in a family context. The first empirical paper explores the role 
of fathers in the lives of individuals presenting with drug and alcohol related difficulties, 
from the perspective of key informants. The second piece of empirical work thereafter, 
offers a localised grounded theory of paternal relationships in the context of alcohol 
misuse. The implications for counselling psychologists and allied health professionals are 
discussed.
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The Psychosocial Effects of Drug Misuse within the Family of Origin: Systemic 
Conceptions and Practice Innovations.
Abstract
It is estimated that over 8 million people in the UK are currently living with people 
abusing illicit substances. This review will outline the impact on various members of the 
family living with what has been considered a chronically stressful situation. The support 
services for, and inclusion of, these concerned significant others within the systemic 
therapeutic framework will be detailed. The author concludes with a discussion of the 
possible reasons for the under-utilisation of family therapy and unilateral techniques for 
substance misuse. Potential future research avenues which would add new dimensions to 
this literary field are highlighted, including the experience and role of fathers, 
grandparents and siblings, and the perception of health care professionals to the inclusion 
of concerned significant others beyond initial engagement in individual treatment 
programs.
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Introduction
The National Drug Treatment Monitoring System (NDTMS) in England has suggested 
that between 2001 and 2003, the number of people presenting to the GP or a recognised 
treatment agency for problematic drug misuse was approximately 140,900. Given that a 
significant proportion of clients with drug misuse difficulties do not engage with health 
services, and experts consistently fail to agree on what constitutes addiction versus 
problematic use (Rassool, 1998) such figures are not reflective of the community at large, 
but may represent a conservative estimate of individuals engaging in problematic alcohol 
and drug misuse in the UK. More recent Home Office research suggests that the true 
figure may realistically lie within the range of 280,000-500,000 people (Condor & Smith, 
2003).
These people belong to families and wider systems of society, challenging the commonly 
held assumption that they are isolated, disconnected characters. They are brothers, sisters, 
mother, fathers, sons, daughters, partners and friends within an essentially relational 
world (Carr, 2000). The commonly accepted formula suggests that at least two close 
family members may subsequently be affected by another’s drug misuse (Copello et al., 
2000; Strausser, 2004; Velleman & Templeton, 2003). In fact, the majority of young 
adult misusers reside with their parents (Kidorf et al., 2005; Stanton & Shadish, 1997; 
Yandoli et al., 2002). It is estimated that parents, spouses or siblings living with the 
negative impact of drug misuse may exceed 8 million within the UK alone, and this is 
representative of a common predicament worldwide (Orford et al., 1998). The impact of 
drug misuse is also felt at a societal level, with resultant increased criminal activity and 
burdened health care resources (Godfrey, 1997; Hammersely et al., 2003; Maynar & 
Godfrey, 1994; Svenson et al., 1995). A 2004 Home Office drug strategy report 
acknowledged that “The misery of drug misuse must never be underestimated. It 
damages the health and ruins the lives of individuals; it undermines family life” (p.3). 
Yet, family therapy is scarcely available for this client group (Wanigaratne et al., 2005).
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Over the past decade researchers and clinicians have gradually begun to acknowledge the 
value of involving concerned significant others (CSOs); to persuade resistant clients who 
are misusing a variety of illegal substances into treatment, (Kimberley et ah, 1999; 
Meyers et al., 2002) with very encouraging outcomes in terms of maintaining adherence 
to treatment plans (Dobkin et al., 2002; Epstein & McCrady, 1998; 2002; Higgins et al., 
1994; Kidorf et al., 2005) and relapse prevention (Lash et al., 2001). Whilst others have 
drawn attention to the pressing need not only to include CSOs in the treatment 
framework, but to provide supportive counselling for these people as clients in their own 
right. Currently such support services are sparse, not routinely available, and are typically 
oversubscribed (Barnard, 2005; Butler & Bauld, 2005; Copello et al., 2000). It is argued 
that traditional medical models which dominate the National Health Service have tended 
to perceive families as “third parties” or “adjuncts” to individually-based interventions 
(Copello & Orford, 2002 p.1362). A recent report published by Alcohol Drugs and the 
Family (ADFAM a UK based charity) argues that families in England affected by 
problems with drugs are “at best condescended to or, at worst actively excluded” by 
services (Sims, 2002 p.36). Bancroft et al’s (2002) extensive literature review on families 
of origin concluded that “drug use has yet to be fully established as a family problem 
with researchers, funders or service providers” (p.8).
This review is located within the systemic framework and will open with an outline of the 
psychological and social impact on various family members living with drug misuse. The 
aim of this review is to give voice to the experiences of individual members of the family 
of origin (where the available literature allows). The need for this stems from the fact that 
whilst the experiences of these people are uniquely stressful, warranting more attention in 
the literature and practice fields, they have in fact, been typically marginalised or at times 
even pathologised. Counselling Psychology has a commitment to highlighting diversity 
and acknowledging the impact of contextual factors on people presenting with a range of 
psychological difficulties. The profession also takes a challenging stance towards purely 
nomothetic ways to understanding and working with human distress. This literature 
review is therefore undertaken in keeping with such values (Division of Counselling 
Psychology, 2005).
88
The author acknowledges that there are a number of ways to understand the relationship 
between drug and alcohol misuse and the family of origin (Carr, 2000). However, due to 
the limited scope of this review, the traditional ‘family disease model’ (Kaufman, 1985; 
Lieberman, 1974; Stanton et al., 1982) will be juxtaposed with the most contemporary 
stress-strain-coping perspectives (Cronkite et al., 1990; Orford, 1998; Velleman & 
Templeton, 2003). The penultimate section of the review will be dedicated to an 
overview of the incorporation of systemic ideas in practice. The paper concludes with an 
evaluation of sources of support currently available for CSOs and offers 
recommendations for future research.
Though this review is primarily concerned with the psychosocial impact of illegal drugs 
the author will draw upon the foundations of the extensive alcohol literature when it is 
felt appropriate, as many aspects are conceived to be useful including early underlying 
systemic principles, the chronic nature of drug and alcohol misuse and the well 
catalogued detrimental physical and psychosocial impact on various family members 
(Moos & Moos, 1984; Orford, 1998). The author recognises one cannot always assume 
isomorphism, as several factors distinguish alcohol from illicit drugs, often making the 
latter more stressful, due to the drug subcultures and associated criminal activity (Hudson 
et al., 2002).
The term ‘drug misuse/r’ will be employed throughout the review, an inclusive idiom for 
both abuse and dependence, on illegal drugs as defined by the Diagnostic and Statistical 
Manual of Mental Disorders DSM-IV (Copello et al., 2006). Family members, partners 
and friends will be referred to as ‘concerned significant others’ (CSOs) unless their 
relationship requires specification.
Impact of Drug and Alcohol Misuse on Familv of Origin
Jim Orford (1976) pioneered early research on the impact of alcohol misuse on the wives 
of one hundred married couples, discovering that ‘martial cohesion’ (affection, helping
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around the home, wife’s perception of her husband when he was sober and level of 
optimism about future of the marriage) had a positive effect on the husband’s drinking 
over a two-year period. Researchers have since consistently documented the negative 
impact on spouses including; increased prevalence of illness, likelihood of domestic 
violence disputes, relationship deterioration and dissatisfaction, reduced overall family 
cohesion, heightened interpersonal conflict and stress, alongside decreased psychological 
well-being (Billings et al., 1979; Brennan et al., 1994; Filstead, 1981; Finney et al., 1983; 
Halford et al., 1999; Harver & Jacobs, 1997; James & Goldman, 1971; Montgomery & 
Johnson, 1992; Moos et al., 1979; Moos & Moos, 1984; O’Farrell & Birchler, 1987). 
Hudson et al (2002) found that the social adjustment of partners and mothers of drug 
misusers are also detrimentally affected, in comparison to community samples. Partners 
in particular reported compromised marital relations, social and leisure activities and 
economic independence.
The Experience of Children
The children of alcoholic parents once referred to as “the forgotten children” are no 
longer a neglected area of research interest (Kaufman, 1985 p.900). A solid evidence- 
base has revealed the negative experiences and outcomes of children raised by one or 
more parents with drug and alcohol problems which can extend into their adult lives 
(Barnard & McKegney, 2004; Kroll, 2004; Velleman & Templeton, 2003). These 
children frequently witness domestic disputes and violence between their parents 
throughout their developmental years. Given that the majority of such parents do not seek 
professional interventions (Cleaver et al., 1999), such disharmony and parental 
inconsistency increases their risk of falling prey to an array of psychological, conduct and 
educational difficulties (Barnard & McKeganey, 2004). As young adults they 
retrospectively recount childhoods compromised by lack of practical and emotional care, 
uncertainty and concealment (Bancroft et al., 2004). Their peer relations are often 
compromised as they are reluctant to invite friends to their homes due to the potential 
embarrassment that may ensue (McKeganey et al., 2003; Steinglass, 1987). Many of
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these children manage by utilising a detached coping style which can later become 
detrimental to their adjustment into adulthood and their corresponding psychological 
well-being (Orford & Velleman, 1995; Walker & Lee, 1998). Kroll’s (2004) extensive 
content analysis research (combining 7 qualitative studies) collated many of these 
themes, including denial and secrecy, attachment, separation and loss, family conflicts 
violence, fear and role reversal. The UK based Alcohol, Drugs and the Family (ADF) 
research programme, in an extensive longitudinal study, interviewed 164 young adult 
(16-35years) offspring of problem drinkers. As young adolescent these participants 
reported a tendency to escape the family home at the earliest opportunity. In some 
instances, this experience increases their vulnerability to an unstable early adult life. 
Eldest daughters particularly have been noted in the literature to display a ‘parentified’ 
tendency or “precocious maturity”, assuming an adult caring role, thereby foreshortening 
their own childhood (Bancroft et al., 2004; Copello et al., 2005 p.370). Many daughters 
have also been noted to engage in relationships with heavy or problem-drinking men, 
whereas sons reveal a tendency towards antisocial behaviour beyond the family 
environment (Velleman & Orford, 1999; Velleman & Templeton, 2003).
Despite this bleak picture, many offspring are extremely resilient to the effects of 
growing up in such an adverse environment (Cleaver et al., 1999; Tweed, 1999). The 
development of a resilience framework has begun to paint a brighter picture which 
includes the protective elements which can leave these children relatively unaffected in 
their adult lives (Kumpfer & Bluth, 2004). Factors that have been cited to increase 
resilience relate to a close supportive relationship with a mother or stable adult 
(McHardle et al., 2002) and the maintenance of routine aspects of family life despite the 
drug or alcohol problem (Velleman & Templeton, 2003). Many adult children of drug 
and/or alcohol misusing parents also report making conscious efforts not to let the 
substance misuse impede their life, as far as is possible. Furthermore research has 
highlighted the role of more personal, intrinsic coping factors in minimising the 
disruption to psychological well-being (Beinart et al., 2002). Research has also suggested 
that “appropriate levels of parentification” may actually increase the development of pro-
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social behaviour and nurturing capacities, enhancing self-esteem and fostering an ability 
to adapt to novel life stressors (Walker & Lee, 1998 p.521).
The Experience of Parents
Parents’ experiences of drug misuse in their children tend to be merged within the general 
picture of the family. The impact upon the psychosocial dimensions of their life and well­
being has not been fore grounded distinctly. In addition, the vast majority of research is 
based on the experiences of self-selected mothers, who are in most cases responsible for 
calling services in desperation (Marshall, 1993). Several researchers have drawn attention 
to the dearth of knowledge about the impact of drug and alcohol misuse on fathers and 
their role in the development, maintenance and alleviation of such difficulties (Bancroft 
et al., 2002; Copello et al., 2005). This perhaps reflects the general reluctance of men to 
seek psychosocial help, despite their problems being as severe as their female 
counterparts (Butcher et al., 1998; Hudson et al., 2002). Statistics reveal that 
approximately 70% of all callers to ADFAM, a national UK helpline are female. Mothers 
constituted 33% compared to 6% of fathers (ADAFM, 1998). Mothers frequently talk of 
sheltering the problem from fathers and being fearful of their reaction, coupled with 
concerns about overburdening them (Barnard, 2005; Marshall, 1993).
The Experience of Siblings
Siblings’ experiences have historically been marginalised in the literature until recently. 
Contemporary qualitative reviews highlight the resentment siblings may endure as family 
resources become increasingly devoted to management of the drug misuse, as it takes 
centre stage in family life (Barnard, 2005). These siblings often find themselves 
exhausted by a sense of dual responsibility as they attempt to support the drug misuser, 
whilst protecting their parents from the true extent of the problem (Marshall, 1993).
92
Many health care professionals in the field also tend to view siblings in a supportive 
capacity alone and “not a priority” (Barnard, 2005 p.38).
Generic Familv Experiences
In his extensive work in both the drug and alcohol field Orford (1998) has hypothesised 
that the core stressors and signs of strain reported by family members might represent a 
universal experience, irrespective of socio-cultural group or the relationship to the 
identified misuser, including struggling to be in their company, apprehension about their 
health and occupational performance, concern about the impact on the family, low mood 
and anxiety coupled with helplessness and despair. Qualitative interviews reveal the 
consuming nature of the drug misuse on family life (Bancroft et al., 2002; 2004). One of 
the earliest studies to look directly at the impact of drug misuse on the family of origin 
revealed that the disruption caused to general family life was highly pertinent (Velleman 
et al., 1993). Semi-structured interviews with 50 close relatives (28 partners, 11 mothers, 
8 fathers, 4 siblings and 1 daughter) characterised the identified misusers as unreliable, 
making “inappropriate contributions” (p. 1287) to general family functioning, and being 
absent from important family rituals including birthdays and Christmases.
A National Family Support Conference held in 2002 in Scotland (Effective Interventions 
Unit, EIU) emphasised the need for increased recognition of the importance of supportive 
provisions for individuals affected by drug misuse. A series of qualitative interviews 
conducted as an adjunct to this forum, included 51 CSOs affected by drug misuse in the 
family of origin (partners, siblings, fathers and mothers, the latter accounting for 70% of 
voluntary participants). This research revealed that one third of the sample experienced 
physical health problems, adverse emotional reactions including depression, anxiety and 
extreme stress, negative impacts on their partner relationships, with increased arguments 
and communication difficulties, often resulting in separation and divorce proceedings. 
Half of the volunteers felt that the difficulties stemming from the identified drug misuser 
had extended to all aspects of their life. Many also felt that their employment had been
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adversely affected, often compromised by their poor physical and psychological health, 
diminished confidence, preoccupation and embarrassment about the difficulties they were 
experiencing. Furthermore, these CSOs reported impaired social lives as they deliberately 
isolated themselves due to the stigma surrounding drug misuse and the financial strain, as 
they helped to repay debts, replace items stolen from the household, and in some cases 
pay for expensive private rehabilitation programs. Meanwhile they experienced a gradual 
depletion in their own energy levels, impacting detrimentally upon their social lives, 
adding further to their sense of isolation (MacDonald et al., 2002).
The stigma surrounding drug misuse has been reported to prevent family members and/or 
CSOs from accessing support and formal interventions (McDonald et al., 2002). It is 
viable that a form of courtesy stigma (Goffman, 1963) is experienced by all members of 
the family, who may feel the negative impact of their association with the drug misuser, 
similar to that experienced by many family members of peoples with mental health 
difficulties (Corrigan & Miller, 2004; Shibre et al., 2001). A two year anti-stigma 
campaign proposed by the Home Office in October 2004 acknowledged the shame faced 
by relatives of drug misusers. Qualitative interviews with families struggling with drug 
misuse reveal that they often choose to isolate themselves initially, and report making 
conscious decisions not to confide openly within their existing support networks, due to 
feelings of embarrassment and shame (Barnard, 2005; Velleman & Templeton, 2002). 
For some families this fear of being judged and possibly ostracised may extend to 
professionals involved in the identified clients care (Butler & Bauld, 2005). Parents may 
feel the impact of stigma acutely as the public frequently align with the family deficit 
perspective; placing responsibility for a child’s difficulties in the hands of their parents 
(Corrigan et al., 2000; Me Gillcuddy et al., 2001). Martial discord, low supervision and 
family break up have all been associated with increased risk of young people initiating 
illegal substance use in the literature (Cadoret, 1992; Needle et al., 1990; Nurco et al., 
1996). Parents themselves describe accentuated feelings of self-reproach, and a deep 
sense of guilt due to suspected parental role failure (Butler & Bauld, 2005). One may also 
wonder about standard social representations of the intergenerational transmission of
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drug and alcohol misuse, and the feelings of responsibility this may engender for 
parents/
It is evident from these findings that having a drug misusing person within the family of 
origin impacts its members in a number of key areas of their daily lives, across the 
spectrum of their physical health, psychological well-being, family relationships, 
financial position, employment and social lives. Living with a drug or alcohol misusing 
relative is considered a chronic stressor (Strausser, 2004), and such people typically show 
elevated attendance rates at the General Practitioner with stress-related conditions 
including migraines, ulcers, colitis, asthma, insomnia, rashes, hormonal imbalance and 
angina (Daley & Raskin, 1991; Orford, 1998; Roberts & Brent, 1982). A database survey 
of health care behaviour of 278 persons with a family member identified as chemically 
dependent revealed that these people tend to present to a range of health care services 
more often with conditions conceivably caused by stress, with services costs amounting 
to double that of population matched controls (Svenson et al., 1995). Furthermore, 
several studies incorporating a supportive family component have noted reductions in 
stress related and psychological symptomatology in CSOs (Copello et al., 2000; Halford 
et al., 2001), and lower post-treatment utilisation of health services (Humphreys & Moos, 
1996).
Psvchodvnamic Conceptualisations
Early psychodynamic systemic theories suggest that a homoeostatic principle 
paradoxically maintains drug misuse, despite the observable chaos, violence, criminality 
and constant threat of death (Jackson, 1968; Stanton et al., 1982). The ‘identified 
misuser’ is conceptualised as a scapegoat, who expresses behaviourally through his/her 
drug misuse the dysfunction of the entire family (Kaufman, 1985; Steinglass, 1987).
Detailed exploration is beyond the realm of this review, but most researchers agree that pathways to 
substance misuse are a complex interplay between individual biological and psychological vulnerability, 
family factors and more distal societal influences (Vimpani, 2005)
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Stanton et al (1982 p.7) have proposed a psychodynamic model to explain the “drama of 
drug addiction” which casts the role of the indulgent, enmeshed mother, who provides an 
over protective environment for her son, set unconsciously on fulfilling her own 
symbiotic needs, beside an emotionally distant, weak or absent father figure (Lieberman, 
1974; Schneider et al., 1977) who is clearly secondary in authority to his wife. Female 
drug misusers are believed to be in competition with their mothers and inversely 
overindulged by their fathers. The drug misuser is thought to present as helplessly 
dependent due to the family’s fear of separation and is theorised to mask martial conflict 
or the repressed desires of various family members. Any moves towards autonomy (e.g. 
finding a job) are jeopardised by an inevitable crisis, amplifying concern and distracting 
all family members from impending separations, thus providing reassurance that the 
misuser will remain helplessly dependent. Even the threat of ultimate separation, death, is 
not powerful enough to break the governing feedback of the system and its desire for 
status quo.
The identified misuser is thought to act much like a pressure valve for the entire family so 
that his/her behaviour becomes a pathological expression of the system, referred to as the 
‘alcoholic or drug addicted family’ (also commonly referred to as the family disease 
model). Families, along with their individual members are thought to develop through a 
sequence of life stages (Carter & McGoldrick, 1989; Erickson, 1985) and it has been 
suggested that drug misuse arises at transition periods, effectively stunting the family’s 
healthy growth (Freeman, 1993). Adolescence is recognised as a particularly salient life 
stage, when individuals become increasingly autonomous and begin to expand their 
social systems beyond the confines of the family of origin. This is also well-documented 
as a critically risky period for the development of addiction to both alcohol and drugs 
(Roe, 2005). Many adolescents experiment with both drugs and alcohol through curiosity 
(Rassool, 1998), perhaps in an effort to form part of a group identity (Newman & 
Newman, 1991). Yet, this experimentation is not always a ‘gateway’ to problematic use 
(Peele & Brodsky, 1997). Stanton et al (1982) however, suggest that when drug misuse 
develops to problematic levels, it allows the misuser to remain “pseudo independent” 
(p24) within the drug culture he/she inevitably becomes part of. This is thought to deepen
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the dependency and reinforce his/her sick role within the family of origin in an effort to 
abate the family’s fear of eventual separation. Successful transition into the latter stages 
of adulthood is characterised by the negotiation of independence from parents, 
development of identity and the establishment, maintenance and termination of sexual 
and emotional relationships, and career development (Havighurst, 1967). These processes 
typically become compromised by drug misuse. The family life cycle, in parallel also 
becomes stunted in the early stages, as the individual is unable to separate from the 
family of origin and form adult-to-adult relationships with their parents (Carr, 2000). 
Indeed, qualitative interviews reveal the painful oscillating process, reliably experienced 
by parents; between remaining physically and emotionally close, or withdrawing and 
placing some distance between themselves and the misuser (Asher, 1992; Orford et al., 
2001). After the initial “shock” and “trauma” of discovering their son/daughter’s drug 
misuse parents report an inability to detach from their feelings of parental responsibility, 
as Nar-Anon’s"^  philosophy of ‘detached loving’ would advise, in spite of the devastation 
this may involve (Butler & Bauld, 2005 p.38-39; Humphreys, 2004). Furthermore, the 
cyclic nature of drug misuse, often lasting decades, can also leave families with a 
recurring sense of hopelessness and depleted motivation (Scott et al., 2005). Parents often 
feel overwhelmed by frustration and impotence as they struggle to accept the 
intractability of drug misuse and their inability to protect their child (Barnard, 2005).
It has been suggested that parallel with the misuser, families may go through ‘stages of 
change model’ (Prochaska & DiClement, 1999). Qualitative research reveals that families 
tend to cope with the initial shock and disillusionment of discovering the drug misuse by 
attempting to contain the problem within the family unit, refraining from seeking 
professional help until the strain becomes unbearable some years later (Barnard, 2005). In 
the early stages families have a tendency to minimise or deny the problem exists, shifting 
into contemplation when negative consequences of the misuser’s behaviour become acute 
or persistent. The penultimate stage of preparation takes place when family members start 
to seek out information, or make small adjustments to the family system. Action is
 ^ Widely recognised offshoot o f the charitable organisation AA, providing support for the relatives and 
CSOs o f drug misusers (Schulz & Chapel, 1998)
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commonly a rather polarised choice; to seek formal intervention procedures, or abandon 
the family in some way, by leaving home, excluding the misuser, or in extreme cases 
contemplating suicide (Butler & Bauld, 2005; Connors et al., 2001; Orford, 1998).
In this model, family communication is thought to revolve around the drug misuse, as 
transactions become reliably disrupted during periods of intoxication. Furthermore it has 
been suggested that the identified misuser may feel capable of revealing his/her more 
intimate emotions at such times, including anger (thought to be displaced onto other 
family members). Yet, these emotions can be comfortably disregarded by family 
members due to the intoxication, leaving the identified misuser feeling powerless and 
thereby maintaining the status quo (Strausser, 2004). Indeed, many family therapists 
believe that comparing the transactional patterns in substance misusing families during 
periods of sobriety and intoxication alone is sufficient to gain an understanding of the 
‘unhealthy alliances’ that may permeate the entire system (Liddle & Dakof, 1995).
Boundaries are thought to become polarised in these families being either obstinate and 
impermeable to outside interventions and extra-familiar support, or too permeable 
preventing a sense of solidarity and disabling the family from mobilising itself 
cohesively. Families with one or more persons misusing drugs and/or alcohol are usually 
characterised by the former and the entire unit is thought to become ‘co-dependent’, 
adapting to the misuser’s behaviour and therefore enabling him/her to continue in a ‘sick 
role’ (Cutland, 1998; Freeman, 1993).
The family disease model has been heavily criticised by researchers, service providers 
and families alike, due the sense of blame it entails, conceivably reinforcing the self 
accusatory beliefs held by many CSOs (Whittinghill, 2002). Co-dependency has been 
referred to by many as “garbage can”; an all-encompassing terminology without 
universally accepted or rigorous definition that has aggravated many feminist researchers, 
who argue that it pathologises caretaking tendencies (Anderson, 1994 p.678; Cullen & 
Carr, 1999; Hands & Dear, 1994; Hurcom et al., 2000; Irwin, 1995). In practice, such
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models may be difficult to sustain, as they require the extensive participation and insight 
(or psychological mindedness) of many members of the family (Orford, 2005).
Stress-Strain Coping Model
More contemporary researchers have subsequently embraced an alternative way of 
understanding the relationship between drug misuse and the family of origin, in terms of 
a stress-strain coping framework (Cronkite et al., 1990; Orford 1998; Velleman & 
Templeton, 2003). This more humanistic model has a less pathological flavour and is 
conceivably more acceptable to both service providers and families alike, as connotations 
of blame are reduced. This approach views family members as ordinary people, reacting 
to stressful circumstances “and struggling as any of us would to tiy and find a way of 
understanding and managing the situation” (Velleman & Templeton, 2003 p. 109). The 
signs of strain appear clearly in their compromised physical and psychological health and 
the focus is on the potentially constructive ways in which CSOs can respond to the 
misuser. Yet, this model also gives due attention to the psychological impact on the well­
being of CSOs, offering psycho-education and supportive counselling (Copello et al., 
2000) for these people.
The brief package, designed to be delivered in primary care setting, includes listening to 
the clients concerns about the drug misuse, providing advice and information, exploring 
the ways they are currently coping and responding, and expanding their social support 
networks. Initial pilot studies show promising results, including significant reductions in 
quantitative measures of well-being in the husbands, wives, partners, mother, fathers and 
daughters of drug and alcohol misusers (Copello et al., 2000). This intervention, also 
acknowledges the diverse needs of these people as clients in their own right. However, 
the longer term benefit of such approaches, given the enduring nature of drug and alcohol 
misuse, has yet to be proven.
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Svstemicallv Influenced Innovations
It is widely acknowledged in the field that substance misusing clients are typically very 
resistant to engaging in treatment for their difficulties (Connors et al., 2001; Kessler et 
al., 1994; Sobell et al., 1996). It has been estimated that 90% of persons with drug misuse 
problems remain in the pre-contemplation or contemplation stages, meaning they rarely 
seek formal interventions, much to the frustration of their family and friends (Snow et al., 
1992). Historically, this has left family members frustrated, and clinicians with limited 
options (Miller & Heather, 1998). Foote et al (1985) documented the predicament 
echoed by many contemporary clinicians and families living and working with drug and 
alcohol misuse, finding that 85% of individuals who contacted their brief, family- 
orientated service did not eventually enter therapy.
Despite their reluctance to seek formal interventions drug misusers maintain fairly 
frequent contact with, and often require the intensive support of CSOs (Cervantes et al., 
1988; Stanton & Heath, 1997; Stanton et al., 1982). Stanton and Shadish’s (1997) meta- 
analytic study revealed that at least 60-80% of drug misusers under the age of 35 years 
live with their parents or maintain face-to-face or telephone contact on a weekly basis. 
This is not a phenomenon exclusive to the UK. In Greece, Italy, Puerto Rico and 
Thailand estimates suggest that approximately 74% of drug misusers reside with their 
families (Landu et al., 2004). This has led authors to argue that pressure exerted by 
family members is second only to legal coercion and to capitalise on their so called 
‘persuasive power’. Drug misusers themselves frequently report that their decision to 
pursue treatment was prompted directly by the influence of CSOs (Cunnigham et al., 
1995). In a 12-year follow-up of opioid dependent elients, 75% credited their family as 
the major reason for their engagement in treatment (Simpson & Sells, 1990). This section 
will outline a number of innovations have been developed under the umbrella of systemic 
theory, often referred to as unilateral family therapy (Wanigaratne et al., 2005). These 
approaches typically perceive the initial distressed telephone calls of CSOs as “a rich 
opportunity for professionals and agencies to engage substance abusers in treatment”
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(Landu et al., 2004 p.712) and is interesting in terms of how a proportion of the practice 
community, envisage their involvement.
Unilateral Familv Theranv Techniques
The Johnson Institute Inventory (JII) was one of the earliest systematic approaches to 
capitalize on the ‘persuasive power’ of CSOs with resistant drug misusers (Faber et al., 
1991; Johnson, 1986). Once contact with the service is made, usually through a distressed 
phone call from CSOs, they are invited to meet with a trained counsellor. A social 
network is decided upon and all involved are required to give voice to the individual 
impact of the drug misuse on their lives. The drug misuser is subsequently invited to a 
meeting in which these concerns are delivered, along with the network’s hope that the 
misuser will enter treatment. Contingencies are prepared if they refuse this option. The 
extremely coercive nature of this approach has been recognised by a number of authors in 
the field (Fearing, 1996; Landu et al., 2004) and to date, empirical evidence is limited and 
unequivocal (Miller et al., 1999). Research suggests that this approach is useful in 
coercing male and female drug misusers into outpatient treatment services, but is not 
superior in retaining these clients in treatment over and above standard engagement 
methods (Loneck et al., 1996; 1997).
It is estimated that between 80-100% of CSOs choose not to follow through with the 
confrontation (Barber & Crisp, 1995; Barber & Gilbertson, 1996; Miller et al., 1992;
1999). This predetermined ultimatum can be daunting for many families, who can feel 
unprepared, despite the pre-planned sessions (Lewis et al., 1990). Barber & Gilbertson
(1997) found that their female CSOs, in particular “were unhappy about employing such 
confrontational tactics, and most did not comply with the [Johnson Institute] instructions 
because they thought that the use of a programmed confrontation would be stressful and 
injurious to their relationship” to the drug misuser (p.75). If the person refuses formal 
intervention this could conceivably have a negative impact on the entire family, 
complicating already strained relationships further, particularly given that many people
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who use drugs and aleohol are thought to deliberately avoid situations which provoke 
anxiety (Valliant, 1975). Liepman (1993) advocates the serious ethical considerations that 
preclude more extensive utilisation of this technique. Questions are raised regarding 
issues of eonfidentiality, as the identified client is unable to exercise any control over the 
content of personal material that is revealed to the clinician before his/her initial meeting. 
The technique can easily be conceived as a conspiracy, and in light of the side effects of 
many drugs, including paranoia and social anxiety, it would be difficult, I suspect for 
many to misuers to recognise the good intentions of his/her family, at this initial 
confrontational meeting. This procedure has a punitive rather than collaborative systemic 
flavour, adding to the misuser’s sense of powerlessness. Research comparing the use of 
such confrontational tactics, versus more empathie, supportive engagement approaches 
suggests that the latter are more effective (Miller, 1995; 2000).
Furthermore confrontation, thought by many to be a denial-breaking and reality- 
orientating approach, is contingent on many facets; including the treatment setting and 
philosophy, client characteristics, their view of the relationships with the confronter/s and 
the emotional intensity of the encounter. There is also a lack of empirical guidelines 
deseribing when and for whom, such confrontational tactics may be useful (Polcin, 
2003). Though it is conceivable that families may feel a cathartic benefit from discussing 
their stressful predicament with a professional counsellor, once the misuser is engaged 
their needs are disregarded. The fundamental assumption is that the drug misuser should 
enter an individual intervention and the family have a responsibility to ensure this.
ARISE -  A Relational Intervention Sequence for Engagement was developed in response 
to criticisms levied towards the JII (Garrett et al., 1998). The emphasis on confrontation 
is reduced and the family are empowered in deciding upon a series of treatment options. 
These are graded by their invasiveness, and preferably offered on an outpatient basis to 
reflect the more natural family environment. Authors advocate a collaborative stepped 
care approach in the hope of reducing resistance. ARISE aims to “support the family in 
breaking its accommodation to chemical dependency by opening up the topic for 
discussion and problem solving” (Garrett et al., 1998 p.335); simultaneously addressing
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issues of shame, secrecy and stigma. The family’s strengths as a supportive system are 
revealed with the aim of providing hope, in what is often experienced as a hopeless, 
chronic situation (Scott et al., 2005). The therapist has minimal input, placing his/her 
trust in the healing capacity of the family system (Seabum et al., 1995) respecting the 
boundaries, loyalties and relational dynamics evident in all families (Bowen, 1978; 
Haley, 1977; Stanton et al., 2004). In theory this approach claims to have a “dual focus of 
both engaging the misuser in treatment and supporting family members in healing from 
the damage of living with chemical dependency” (Garrett et al., 1998 p337). However, all 
the empirical research to date focuses exclusively on engagement rates, the time and cost- 
saving and transferable properties of this manually driven protocol, but fails to make any 
reference to the well-being of CSOs (Landau et al., 2004).
In summary, unilateral family therapy techniques work directly with the CSOs, 
subscribing to the belief that this will affeet change in the drug misuser. Practical coping 
strategies are hypothesised to neutralise the emotional impact of drug misuse and mediate 
positive changes in the family interaction patterns. Such efforts are thought to enhance 
relationship quality in the hope of assisting the identified misuser into treatment (Barber 
& Crisp, 1995; McCrady et al., 1991; Thomas & Ager, 1993; Yoshioka et al., 1992). 
Community Reinforcement and Family Training - CRAFT (Azrin 1976; Meyers & 
Smith, 2004), one of the more renowned unilateral approaches, has shown encouraging 
results as a promising treatment option for alcohol related difficulties (Miller et al., 1999; 
Meyers et al., 2005; Sissions & Azrin, 1986) cocaine (Higgins 1991; 1994; 1996) and 
opioid dependence (Abbott et al., 1998). CRAFT includes CSOs to provide a stable 
environment which selectively encourages abstinence and implements operant techniques 
that positively reinforce this goal. Meyers et al (1999) invited (via media and newspaper 
advertisements), 62 first degree relatives to evaluate the useful of CRAFT for both 
alcohol and illegal drug misuse. During the six month period 74% of CSOs managed to 
engage their loved one into the treatment program, resulting in increased abstinence from 
an array of drugs (cocaine, stimulants, marijuana and opiates). In unison, the physical and 
emotional well-being of the CSOs involved improved, with scores on quantitative 
measures of anxiety, depression, anger and physical symptoms falling into the average
103
range expected for individuals not experiencing a particularly stressful life event, or 
clinically diagnosable condition. What is perhaps more notable is that this reduction was 
not dependent on identified misuser entering treatment, and adds more weight to the 
argument that people in this position require recognition and supportive services in their 
own right, or in conjunction with the identified misuser. Yet it is arguable that CRAFT’s 
epistemplogical underpinnings are not truly systemic. The identified misuser is singled 
out in the explanation of the aetiology of his/her drug misuse and encouraged to take 
personal responsibility. Furthermore the ultimate therapeutic goal is again centred on an 
individually focused intervention.
Behavioural Couples Therapy (BCT), which includes the problematic drug or alcohol 
misuser as well as his/her partner or spouse is the most empirically well established 
unilateral technique, particularly in the alcohol literature. BCT’s effectiveness in terms of 
increasing abstinence and marital satisfaction has been consistently demonstrated (Fals- 
Stewart at al., 2005; O’Farrell et al., 1992; 1998; 1999; O’Farrell & Fals-Stewart 2000; 
McCrady et al., 2004). The foundations of this approach lie within both social learning 
and systems theory, the basic principles of which assume a reciprocal relationship 
between substance use and dyadic relationship functioning, as opposed to 
psychopathology of the individual. Over the past decade BCT has been subjeet to limited 
controlled trials with people misusing a variety of illicit drugs. Fals-Stewart et al (1996;
2000) found that BCT, coupled with an individual based treatment superior in increasing 
periods of abstinence, and decreasing drug-related arrests and hospitalisations in a sample 
of 40 men meeting the DSM (Diagnostic and Statistical Manual of Mental Disorders) 
criteria for a primary substance use disorder. Both the husbands and partners subjectively 
reported higher levels of relationship adjustment, including less time apart during the 
intervention and at twelve month post-treatment evaluation. However, outcome research 
with opioid dependent clients, who are notoriously resistant to treatment, has revealed 
less impressive results. Such clients are usually not involved in intimate relationships 
with a supportive abstinent other (Kidorf et al., 2005; Winters et al., 2002), but exist 
within a drug culture that is supportive of their continued use.
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Social Network Therapy
Network Therapy (NT) is the latest systemic innovation developed in response to the 
belief that drug misusers suffer not from a lack of social network per se, but the presence 
of one that reinforces drug misuse and ‘pseudo independence’ (Best, 2003; Copello et al., 
2002; Galanter et al., 1999, 2002; Gogineni et al., 2001; Kidorf et al., 2005; Schroeder et 
al., 2001; Wesserman et al., 1999). Network therapy has gone beyond the realm of the 
often exhausted family and incorporated the misuser’s wider social contacts, in the hope 
of expanding positive social support that is associated with a reduced risk of relapse 
(Booth et al., 1992; Broome et al., 2002; Project MATCH, 1997). Preliminary findings 
highlight the feasibility of this approach in practice. 90% of clients involved in a 
methadone maintenance program chose to enlist the support of their family (58%) partner 
(20%) or friend (22%) to facilitate the development of drug-free social network to 
enhance their recovery. Furthermore, 78% of identified misusers’ achieved at least four 
weeks abstinence at no extra cost to service providers (Kidorf et al., 2005). It seems that 
clinicians and politicians are beginning in the last decade, to understand the significance 
of the culture in which many drug misusers’ find themselves. Recently published 
National Institute of Excellence (NICE) guidelines acknowledge the importance of 
creating a supportive substance free network around service users, whilst offering 
supportive services for CSOs (NICE, 2007). Such innovations in the socio-political arena 
seem to suggest a divergence from preconceived ideas about dyadic human relations and 
align with the principles of Counselling Psychology, which endeavours to consider the 
wider context of individuals presenting difficulties (Division of Counselling Psychology, 
2005; White, 2004; Whittinghill, 2002).
It is of course conceivable that some CSOs may choose not to become involved in the 
treatment process (Faber et al., 1991; Miller et al., 1999) and indeed, in some instances, 
this may be detrimental to both parties. Intimate and familiar relationships may have 
already become too strained to be therapeutically beneficial and pressurising drug 
misusers to include a CSC may lead to further alienation, and ruptures in the therapeutic 
process (Strausser, 2004). Clinicians therefore need to be apt at assessing the current
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status of the relationship between the identified misuser, and his/her CSO/s. Tracy et al 
(2005), have draw attention the often neglected importance of a thorough assessment of 
relationship quality and its implications for the therapeutic outcome with drug misusers. 
Research suggests that CSOs, who have low investment in their relationship with the 
misuser, have little impact on the therapeutic outcome (Longabough et al., 1993).
It is apparent from this overview that many techniques appearing under the systemic 
umbrella, rarely adhere to the fundamental principles of systemic theory. Aside from the 
latest network innovation which promotes flexibility in the creation of its networks and 
accepts with understanding, the exhausted position of CSOs’. For the most part CSOs are 
placed in very coercive positions or alternatively in the role of punitive reinforeers of 
behavioural contingency strategies. Passing references are made to transient measures of 
their psychological well-being, and relationship satisfaction but the underlying 
assumption, that individual therapy is the most effective intervention for drug misuse, is 
undeniable. The next section of the review will outline research detailing the 
effectiveness of family therapy for drug misuse, and debate possible reasons for the 
under-utilisation in statutory practice.
Familv Theranv for Drug Misuse
Family therapy has become one of the most heavily researched treatments for adolescent 
drug misuse, cultivating an array of approaches^ (Liddle, 2004). Although these methods 
differ slightly in their epidemiological underpinnings, they agree on the same overarching 
systemic principle; that changes within the family environment effect improvements in 
the adolescent’s drug misuse behaviour. A body of empirical evidence has consistently 
demonstrated the efficacy of these approaches in controlled trials, (Ozechowski & Liddle, 
2000; Stanton & Shadish, 1997; Weinberg et al., 1998; Wiliams & Chang, 2000)
Multi-systemic (Henggeler, 1999; Mann et al., 1990; Randall et al., 2001) brief Systemic (Szapocznick et 
al., 1988) multi-dimensional (Liddle, 2004) funetional (Alexander & Parsons, 1982) and integrative 
cognitive behavioural family therapy (Waldron et al., 2001).
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demonstrating superiority in terms of reduction in drug misuse in comparison to rival 
treatment options, such as individual therapy (Henggeler et al., 1991; Liddle, 2002) group 
therapy (Liddle et al., 2004) and family psycho-educational drugs counselling (Lewis et 
al., 1990; Liddle et al., 2001). Retention rates for families have been noted to be in the 
region of 70-80% (Liddle & Dakof, 1995; 2002). Furthermore research suggests that the 
beneficial effects endure for at least 6-12 months after the termination of therapy (Austin, 
2005; Liddle, et al., 2001; 2002; Stanton & Shadish, 1997). This may be indicative of a 
family environment that has become more conducive to preventing relapse. A series of 
meta-analytic studies have enhanced this empirical base (Finney & Monahan, 1996; 
Miller, 1995; Stanton & Shadish, 1997). The latter research involving 15 studies 
(including 1,571 individuals, couples or families) with an estimated 3,500 clients reached 
the conclusion that family therapy is as effective for adults as previously recognised for 
adolescent drug misuse problems.
Yet, “despite the accumulating evidence of the important role of families on the whole, 
service delivery remains focused on the individual drink or drug misuser, with families 
and other members of the misuser’s social network playing a very peripheral role if any” 
(Copello & Orford, 2002 p. 1362). In one of the most eomprehensive studies of 
contemporary adolescent drug treatment Grella (2005) raises concerns about the dearth of 
services in this area. Fals-Stewart and Birchler (2001) conducted a national survey in the 
USA into the use of family and couples-based treatments, randomly selecting 390 
outpatient drug misuse programs, finding that only 10% of services were endorsing 
empirically-based systemic approaches. A lack of specially trained clinicians was the 
main reason given (70%). The outcome conceivably reflects the nomothetic influence of 
the medical model that underpins the training of many clinicians (Babor, 2002). 
Replication of this study, although not on such a grand scale, was conducted with the 
largest statutory providers of drug and alcohol services the UK in 2002. 174 client 
contacts were factored into an analysis which revealed that family members were seen as 
clients in their own right in only 2.8% (5 cases) and a further 1.7% (3 eases) involved in 
any form of couples interventions (Copello & Orford, 2002). A recent National Health 
Service (NHS) publication, detailing ‘The effectiveness of psychological therapies on
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drug misusing clients’ describes family therapy as “a promising intervention” 
(Wanigaratne et a l, 2005 p.4).
In an NHS climate of clinical governance one would expect evidenced based practice, 
and given the signifieant body of literature available revealing the usefulness of including 
CSOs, it is hard to comprehend why these approaches have been so successfully 
minimised in practice. Besides the lack of training in specific family and couple 
therapies, there appear to be barriers of resistance from several angles in accepting the 
family as a legitimate unit for intervention (Copello & Orford, 2002). The medical model 
and associated politically motivated harm reduction philosophy adopted by the NHS, has 
placed family members on the periphery and prioritised the often stretched service 
resources for the identified misuser. A number of reeent small scale interviews with 
health care practitioners in the field has echoed the difficulty they experience in trying to 
meet the needs of the misuser, whilst giving due attention to the destructive impact on 
CSOs (Barnard, 2005). Furthermore services offering family work appear to be provided 
by ‘paraprofessionals’, based on a loose understanding of the family disease model, 
raising ethical questions (Whittinghill, 2002). Qualitative research with families suggests 
that they too may have been drawn into a delusion of impotence suggesting that the 
misuser has to “do it themselves” because “there’s really nothing [they] can do” (Orford 
et al., 2001 p.772). Politicians too, seem ignorant to the wider sociological implications 
of the acute treatment framework they advocate, which paradoxically increases future 
health care costs, not only for the client but for his/her family and friends (Humphreys & 
Moos, 1996). For example, the annual economic cost of class A drug use alone, in 
England and Wales, was estimated at £3.5 billion in 2000. Total social costs (including 
the costs incurred by victims of crime and in terms of premature deaths) were estimated 
to be substantially higher, at £12 billion (Godfrey et al., 2002).
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Conclusion
Historically, clinicians have been faced with a scareity of opportunities for CSOs living 
with such chronic stress and this still seems to be the case (Meyers et al., 2002). The 
innovations outlined in this review are not ordinarily applied in practice in the UK, as 
“there has been no conceptual agreement as to what is the key contribution that CSO’s 
make” (Copello et al., 2002 p.349; Wanigaratne et al., 2005). These people are all too 
frequently perceived as adjuncts to, or coercive instruments in the implementation of, 
individually based therapeutic approaches. Support groups such as Nar-Anon, often 
advised by health care practitioners, are under-researched and not routinely available 
throughout the UK (Bancroft et al., 2002; Humphreys, 2004). Several descriptive 
accounts appearing in the ‘grey literature’ portray a non-judgemental, supportive 
atmosphere which enables volunteers to feel safe sharing their experiences, installing 
feelings of hope, decreasing their sense of isolation through a collective voice, and 
offering practieal coping strategies. These groups have also been noted to heighten 
anxiety in some members, though the processes by which this occurs remain largely 
absent from the literature (Bancroft et al., 2002; Butler & Bauld, 2005).
Family disease models appear to provide viable explanations for the development and 
maintenance of drug misuse in families, but nuances of blame seem unavoidable and 
difficult for many families and clinicians to digest. Contemporary stress-strain coping 
models, being increasingly utilised by clinicians in the field (Copello et al., 2000; Orford 
2005; Staussner, 2004; Velleman et al., 2003), have a more humanistic flavour and 
display an acceptance of CSOs as clients in their own right. These models posses a more 
humanistic stance and acceptance of the distress position of CSOs, reducing connotations 
of blame. Research interest in this model is gathering momentum (Halford et al., 2001; 
Howells & Orford, 2005; Kirby et al., 2005; Usher et al., 2005; Zetterlind et al., 2001), 
although empirical work to date has been based on small samples and has not consistently 
demonstrated enhanced psychological well-being and relationship satisfaction in the long 
term. Aside from the brief psychosocial intervention outlined earlier, (Copello et al., 
2000a) two further brief group counselling and stress management for parents and
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siblings of drug misusers are in pilot phases (Gregg & Toumbourou, 2003; McGillicuddy 
et al., 2001; Toumbourou et al., 2001). Again, however, these are primarily based on the 
experiences of limited samples of self selected mothers and female siblings. Furthermore 
the extent to which these approaches will be utilised in practice remains unknown. In the 
meantime, over 8 million people’s lives in the UK alone, parents, step-parents, partners, 
grandparents, siblings and friends remain ruled by chaos, disruption, violence, 
uncertainty, emotional turmoil, financial strain, isolation, stigmatisation and the ever 
present threat of death of their loved one.
Preliminary conclusions suggest that despite extensive research detailing the 
effectiveness of family therapy and the need for supportive services for CSOs, a disparity 
exists in practice. Family therapy is rarely offered and current approaehes and resources 
do not appear to meet the needs of CSOs. People who find themselves in this position are 
atypically perceived as clients in their own capacity. Furthermore, the diversity of the 
modem family is rarely acknowledged, as most systemic models are based primarily on 
the experienees of western, white, middle class, white, Judo-Christian socio-cultural 
traditions (Carr, 2000). The experiences of significant members of the family e.g. 
grandparents, who find themselves parenting their grandchildren as a result of drug 
misuse (Dowdell, 2004) step-parents and fathers require urgent research attention. The 
perception of various health care professionals concerning the role CSOs beyond 
engagement in individual treatment, and hypotheses regarding the courtesy stigma in 
families coping with dmg misuse would also provide new dimensions to this literary 
field.
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Appendix 1 : Literature Searches
Numerous different literature searches were conducted, through Psych-Info, EBSO & the 
Behavioural Sciences Collection. Three key searches are detailed below, not necessarily 
in terms of the volume of articles located but for the quality and importance of the articles 
found for this particular paper. A snowballing technique was also applied, where articles 
were identified using the reference sections of preceding papers.
Family OR CSC AND Substance Misuse (in title) 
Family OR CSO AND Alcohol Misuse (in title) 
Family OR CSO AND Drug Misuse (in title) 
Family Therapy AND Substance Misuse (in title) 
Family Therapy AND Alcohol Misuse (in title) 
Family Therapy AND Drug Misuse (in title)
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Appendix 2: Notes for contributors to Journal of Family Therapy
Journal of Family Therapy
Published on behalf of the Association for Family Therapy and Systemic Practice
Format for Manuscripts
1. Manuscripts should allow for 'blind' refereeing and be prepared accordingly. Failure 
to conform to this requirement will result the manuscript not being reviewed.
2. Manuscripts should be presented on one side of white bond A4 paper with wide 
margins (3.1cm) and m ust be typed in double spacing throughout, including 
quotation^ notes and references in the following order:
i) Title Page: to contain the title of the paper, the full name of each author, their 
current professional position and work context and an indication of which author will 
be responsible for correspondence, proofs and reprints. Correspondence address and 
telephone numbers should be included. A word count m ust be included on the title 
page together with a suggested running head.
ii) Abstract: On a separate sheet, the title to be repeated followed by not more that 
150 words summary of the paper. The suggested running head should also be 
present.
iii) Organisation of the text: See copy of Journal for the format currently in use.
iv) References: a.) In the text these should be indicated by the name and date e.g. ' 
Carr (1995).'. If more than two authors are listed, cite the reference as 'McGroary et 
al. (1997).'. Quotations should include page numbers.
b) References used should be listed at the end of the paper in alphabetical order 
according to the first author and be complete in all details, again following the 
Journal's existing format.
Articles: -Carr, A. (1995) Family therapy and clinical psychology. Journal o f Family 
Therapy, 17: 435-444.
Chapters: -Carpenter, J. And Treacher, A. (1993) Introduction: the changing 
contexts of family therapy. In: J. Carpenter and A. Treacher (eds) Using Family 
Therapy in the 90s. Oxford: Blackwell. If there are queries A.P.A. reference style is 
appropriate.
v) Figurés, tables, etc.: All figures and tables should be numbered with consecutive 
arabic numerals, have descriptive captions and be mentioned in the text. They 
should be kept separate from the text but an approximate position for them should 
be indicated.
vi) Style; Whilst the style of the Journals is generally formal, originality in 
presentation does not necessarily preclude publication if clarity and readability is 
thereby enhanced. Sexist language forms are unacceptable.
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Appendix 3: Personal Reflections
My research interest in substance misuse has been present from my undergraduate degree 
where I endeavored to gain an understanding of the aetiology of addiction through 
behavioural genetics research, hoping to understand the possible contribution of genetic 
predispositions and environmental factors, the infamous nature/nurture debate. With 
hindsight I suspect, I was inadvertently trying to provide my step father with some 
explanation as to why his son may have become so profoundly reliant on illegal 
substances, and thereby relieve him from the painful feelings of guilt and frustration that 
he was silently suffering. In one sense the depth of his addiction, which I witnessed as a 
distant observer fascinated me, but I also remained infuriated by the apparent lack of 
regard for the family and the devastating impact on their lives. My attraction and vested 
interest in substance misuse is therefore not surprising, given the research indicating 
elevated levels of a family history of alcohol and drug misuse amongst health care 
professionals (Kenna & Wood, 2005). However my concern is clearly placed with the 
entire family as opposed to the individual, because I am personally accustomed to the 
devastating impact on many aspects of their lives, and could be considered a concerned 
and affected significant other myself. My own personal reactions towards substance 
misuse present in the family oscillates from a desire to rescue, help, alleviate, understand, 
and empathise, to disappointment, anger and impatience. I believe this is perhaps evident 
in the literature review, where I give a very strong and at times opinionated argument for 
the disregard of concerned and significant others but, I am also able to attend in a 
sensitive manner to the more psychodynamic conceptions.
Moving beyond the confines of my own family, I have also thought to a great extent 
about friends who have given me powerful insights into the impact of alcohol misuse, 
from both a partner and child’s perspective. Again this was not something I was 
consciously aware before embarking on this research topic but I have often found myself 
in the position of active listener. Perhaps this is further evidence that these people require 
specialist support outside their intimate relationships and families to discuss, and 
acknowledge the impact of substance misuse on seemingly all areas of their daily lives.
The literature has been interpreted from a family systems perspective and my motivation 
and interest in this is apparent. I feel that my own family have been (and continue to be) 
extremely important in shaping me and I feel that I have been very fortunate to have been 
provided with a stable and supportive system in which to flourish. I suspect that my 
gratitude and experience has instilled my personal belief that individual psychopathology 
can be explained at a family or, relational level. The literature review process itself has 
been more extensive than I first imagined. My original desire was to look at the 
experiences of fathers, whose children are misusing illegal substances, but in light of the 
lack of research in this area I began to expand the review to include the entire family of 
origin, and lent on the extensive body of literature from the alcohol field. I suspect that in 
doing so I have not done justice to the individuality of the experience of each member of 
any particular family. However the foundations of knowledge have been laid and I hope 
my fiiture research will subsequently become increasingly focused.
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Key Informants’ Accounts of Drug & Alcohol Misusers’ Reported Experiences of 
their Fathers: An interpretative phenomenological analysis
Abstract
While many psychological theories are beginning to illuminate the potential importance 
of paternal attachment in the development of later psychological difficulties, there 
remains a paucity of literature addressing how the father-child relationship may relate 
specifically to the development and maintenance of clients’ drug and alcohol problems 
and/or the support systems available to them during the management and alleviation 
processes. It is the author’s argument that such an understanding exists in the clinically- 
based hypotheses of experienced practitioners in the field who are repeatedly exposed to 
the discourse of clients surrounding their family relationships. This study employed IP A, 
a qualitative methodology, to gain an in-depth understanding of clients’ reported 
experiences of their fathers in their lives, from the perspective of experienced drug and 
alcohol practitioners, acting as key informants. Seven key informants were interviewed. 
Data analysis produced three major themes, two of which are elaborated here. The first 
highlights key informants’ perceptions of the multifaceted systemic dynamics from which 
clients with drug and alcohol problems can potentially emerge. The second offers their 
interpretations of the role of fathers within this family context, and the complexity of 
father absence. Furthermore, the research exposes a disparity in clinical approaches to 
addressing paternal material during the therapeutic encounter with clients who present 
primarily with drug or alcohol related difficulties. This research can be perceived as 
expanding on the paucity of literature concerning paternal relations in psychological 
well-being.
Kevwords: drug and alcohol, fathers, key informant research
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INTRODUCTION
Several clinicians have drawn attention to the pressing need to consider a wider, systemic 
understanding of drug and alcohol misuse (Banard, 2005; Butler & Bauld, 2005; Copello 
et al, 2000). However, it has been argued that traditional medical models which 
dominate the National Health Service have tended to perceive families as “third parties” 
or “adjuncts” to individually based interventions (Copello & Orford, 2002 p. 1362). In 
terms of treatment historically clinicians have been faced with scarce opportunities for 
the families of drug misusers (Meyers et a l, 2002) as “there has been no conceptual 
agreement as to what is the key contribution that concerned significant others (CSO) 
make” (Copello et a l, 2002 p.349), who is significant to the drug misuser and in what 
ways. Authors have argued that “drug use has yet to be fully established as a family 
problem with researchers, funders or service providers” in the UK (Bancroft et a l, 2002
p8).
Since Orford’s (1982) pioneering work, looking at the impact of alcohol misuse on the 
wives of alcoholic men, researchers have begun to open the systemic umbrella, 
documenting the experiences of various family members living with an alcohol misusing 
significant other. The children of alcoholic parents, once referred to as “the forgotten 
children”, are no longer neglected as a research focus (Kaufman, 1985 p.900). A solid 
evidence base has revealed the negative experiences and outcomes of children raised by 
one or more parents with drug and/or alcohol problems which can extend into their adult 
lives (Barnard & McKeganey, 2004; Kroll, 2004).
Contemporary qualitative research is slowly highlighting the effects of drug misuse on 
CSOs, including the resentment siblings can endure as family resources become 
increasingly devoted to management of the drug misuse, as it takes centre stage in family 
life (Barnard, 2005), along with the supportive role they can potentially play in 
facilitating a sober network to assist with their sibling’s abstinence (Galanter et a l, 2002). 
Parents’ experiences of drug misuse in their children are also receiving research attention 
(Le Main, 2006). These experiences, however, tend to be represented by the accounts of
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self-selected mothers, who are in most cases responsible for calling services in 
desperation (Marshall, 1993). Statistics reveal that approximately 70% of all callers to 
ADFAM (a national UK helpline for families affected by drug misuse) are female. 
Mothers constituted 33% of callers and fathers 6%. This may reflect the general 
reluctance of men to seek psychosocial help, despite their problems being as severe as 
their female counterparts (Butcher et al., 1998; Hudson et al., 2002). Mothers frequently 
talk of sheltering the problem from fathers and being fearful of their reaction, coupled 
with concerns about overburdening them (Barnard, 2005; Marshall, 1993). Compared to 
mothers, fathers have been ignored to a large extent by clinicians in treatment and, more 
generally, in developmental psychology, despite suggestions that engaging fathers can 
enhance therapeutic effectiveness. It has often been assumed by clinicians that fathers are 
less likely to attend psychological services with their children (Bums et al., 1999; Duhig 
et al., 2002; Phares, 1997).
Several researchers have also drawn attention to the dearth of understanding of the role of 
fathers within the emerging systemic picture of alcohol and dmg misuse (Bancroft et al., 
2002; Copello et al., 2005). Early literature tended to focus on the symbiotic ties between 
mothers and their drug misusing sons, and the absence of fathers (Kaufman & Kaufman, 
1979), with psychodynamic theorists suggesting that fathers who find themselves in this 
position “cop out” and become purposefully distant (Lieberman, 1974 p.7). Small scale 
research projects that have included a number of fathers, suggest that they are often 
absent from the homes and lives of their dmg misusing children (Gabel et al., 1999). 
However, the actuality underlying the father absence or presence may not be so 
simplistic. A National US based survey has revealed that when children do not live with 
their biological father, 68% remain in contact at least once a month or more, with 72% 
having at least annual contact with their fathers (Hofferth et al., 2002). It is therefore 
inaccurate for clinicians to assume fathers who are not physically present within the 
family home, due to separation or divorce, are not involved within their children’s lives 
in some way (Duhig et al., 2002). Furthermore, research suggests that maternal and 
paternal relationships are highly dependent on the quality of parent-child interactions, as 
opposed to the quantity (Phares, 1997). Historically, the majority of parent-child research
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has focussed solely on the maternal dyad, effectively ignoring fathers’ involvement 
(Phares, 1999; Phares et al., 2005; Silverstein, 2002). More contemporary attachment 
work is only just beginning to highlight the importance of paternal attachment 
relationships in psychological development, revealing that fathers and mothers show 
similar attachment patterns and levels of emotional attunement to their infants, older 
children and adolescents (Ducharme et al., 2002; Fitzgerald et al., 1990; Fox et al., 1991; 
Kerns et al., 2000; Lamb, 1975; Lieberman et al., 1999; Lum & Phares, 2005; Pleck & 
Masciadrelli, 2004; Silverstein, 2002).
The relative dearth of empirical research concerning paternal relationships is not specific 
to the drug and alcohol field. There continues to be a paucity in most areas of 
psychological child development, (Duhig et al., 2002; McMahon et al., 2002; Phares et 
al., 2005) despite an enriching body of theoretical literature elaborating and refining 
conceptual frameworks, slowly elucidating fatherhood, father-child relationships and 
paternal roles, over the last thirty years (Lamb, 2004). Historically there has been 
disparity in the developmental psychological research investigating the role of fathers and 
mothers, with interest in fathers lagging behind significantly (Phares et al., 2005). In a 
review of clinical child and family research published between 1984 and 1991 Phares and 
Compas (1992) noted that fathers were underrepresented, featuring as the sole focus of 
research attention in only 1.4% of the 577 articles reviewed, compared to mothers who 
were the sole focus of research interest in 48%. Furthermore, a more recent re­
examination of the same literature published in between 1996 and 2004, revealed no 
significant difference over time, which seems to suggest that fathers continue to be 
severely under represented in the general developmental and systemic research area 
(Phares et al., 2005). This paucity of interest in fathers has also been reflected in doctoral 
research (Silverstein & Phares, 1996; Zimmerman et al., 2000). This is arguably a 
reflection of the culture often referred to as “mother blaming” and “father ignoring” that 
has been around for decades and continues to surface subtly within the psychology 
profession, research domains and at a more societal level. There continues to be a 
tendency for lay people and professionals to look to the mother as the root cause of a 
child’s difficulties (Phares, 1997 p.31).
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Early family theorists within the drug misuse field reported working hypotheses, derived 
from clinical experience, regarding the emotional or physical absence of fathers in the 
aetiology and maintenance of heroin addiction (Stanton, 1980). So it appears that the 
perceived or actual emotional availability of paternal relationships may be salient to 
clients presenting with substance misuse difficulties. However, the literature is lacking an 
empirically based understanding of clients’ experiences, of how and why their paternal 
relationships may be important in terms of their presenting difficulties. I believe that this 
understanding currently exists within the form of the clinically-based hypotheses of 
experienced drug and alcohol practitioners but these require illumination via empirical 
research. This study has subsequently arisen out of the need to access such clinically- 
based working hypotheses, using an empirical research framework. A qualitative 
approach to data collection has been adopted, to facilitate an in-depth exploration and 
investigatory analysis of clients’ reported experiences of their fathers. This key informant 
approach is being utilised to expose potential hypotheses regarding this dyadic 
relationship and its potential importance within the drug and alcohol field. This method 
allows for the individual and shared experiences, beliefs, perspectives and explanations 
held by drug and alcohol practitioners, formed through their work with substance 
misusing clients, to be explicated and analysed at a depth that is much more difficult to 
achieve using quantitative approaches.
METHOD
Participants
Attempts were made to recruit drug and alcohol practitioners (including mental health 
nurses, counsellors, clinical and counselling psychologists, social workers, psychiatrists, 
psychotherapists), with more than three years post-qualification experience currently 
working in voluntary or statutory services for people presenting with substance misuse 
problems, serving a large city and county in the south of England. Key informants were 
invited to participate in the research by letter sent via email or standard post. The
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researcher relied heavily on a ‘snowballing’ effect in which practitioners introduced the 
study to colleagues within team meetings and other clinical liaisons. Seven key 
informants were recruited including one Substance Misuse Officer, two Specialist Social 
Workers, two Chartered Counselling Psychologists, one Consultant Clinical Psychologist 
and a Clinical Hypnotherapist and Counsellor. In order to preserve confidentiality and in 
accordance with evolving qualitative research guidelines (Elliottt et al., 1999), minimal 
information about this sample will be provided. The sample comprised of four females 
and three males with a mean age of 47 years (ranging from 32 to 61 years, with a 
standard deviation of 12 years). The minimum number of years in practice was 4. The 
maximum was 23 (with a mean of 14 years and standard deviation of 7 years). Due to key 
informants’ status as Health Care Practitioners within the National Health Service (NHS) 
Central Office of Research and Ethics Committee (COREC) procedures were followed. 
Approval for this research was granted by both COREC and the University of Surrey 
Ethics Committee (refer to Appendix 2, 3 and 4).
The Interview
Prior to the interview each participant received an information sheet, detailing the 
background of the study, the general areas of interest to be covered within the interview 
and confidentiality procedures. Informed consent was subsequently gained and a basic 
demographic questionnaire was completed. The interview schedule was developed in 
consultation with a Consultant Counselling Psychologist within the field. The schedule 
took a bottom-up approach in which key informants were asked to reflect on their clinical 
work, to discuss and explore family relationships that clients with substance misuse 
difficulties identify as salient in the context of the aetiology, maintenance, support and 
management of their difficulties. Thereafter they were invited to consider the father 
within this emerging picture, had this relationship not already been addressed. This was 
important in preventing the schedule from leading the key informants into a discussion of 
paternity from the outset, allowing them to place the father within this emerging picture. 
The key informants were simultaneously prompted to offer their understanding of such
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relationships, constructing their own narratives and bringing to the researcher’s attention 
potentially important elements of the substance misusers’ phénoménologies, along with 
their own clinically based hypotheses. The importance of protecting the anonymity of 
clients was emphasised. The key informants were asked refrain from using clients’ names 
or any other significant identifying information during the interview process.
Method of Data Analvsis
All seven interviews were digitally recorded, transcribed verbatim and subjected to 
interpretative phenomenological analysis (IPA) (Smith et al., 1999). The researcher 
accepts that IPA is usually governed by the epistemology of a double hermeneutic- the 
analysis being the product of an interaction between the researcher’s interpretative 
framework and the key informants’ phénoménologies. However, in this case it has been 
unusually extended to include the hermeneutic of the identified client, as the 
representations given by the key informants are mediated initially from their experience 
with clients who present for drug and alcohol counselling. The final analysis presented in 
this article subsequently involves a triple hermeneutic; that of the clients’ representations 
of their fathers in their lives, the key informants’ portrayal of this and the researcher’s 
interpretation. The data is interpreted primarily through the key informants’ 
representations however relevant theoretical concepts, including systemic and 
psychoanalytic ideas, are used to inform rather than drive the analysis. Such theories have 
not influenced the analysis in an explicit way but have been invoked in a post hoc fashion 
to enhance the psychological dimensions of the data. No attempt is made to construct or 
test theory (Storey et al., 2007). The overall aim of the analytic process is to contribute a 
preliminary understanding of drug and alcohol clients’ representations of their fathers and 
illuminate the possible importance of this dyadic relationship in their lives. Any 
interpretations given about the actuality of clients’ experiences are offered speculatively. 
The accounts given by key informants are based primarily on their experiences of 
working with clients presenting with drug and alcohol related difficulties, and in some 
instances a combination of both. The author has acknowledged that one cannot assume
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isomorphism between the experiences of such clients groups, as several factors 
distinguish alcohol from illicit drugs (Hudson et ah, 2002) and therefore throughout the 
analysis efforts are made to make explicit the similarities and differences in these 
experiences alluded to by the key informants. References to either drug or alcohol misuse 
as the primary presenting problem will be made explicit. The term substance misuse will 
be applied throughout when key informants refer to both drug and alcohol misuse. In the 
second phase of this study the researcher intends to gain access to more direct accounts 
from a small sample of clients with a primary diagnosis of drug or alcohol misuse and 
verify the accounts derived herein.
A detailed, systematic account of the analytic procedure follows, in line with one of the 
fundamental requirements of good qualitative research, which is to provide a reader with 
a transparent account of the analytic process (Smith et al., 1996). The researcher initially 
began by re-reading each transcript, engaging meticulously with the data, noting in the 
left margin anything interesting or significant in reference to key informants’ 
representations of clients’ systemic relationships and contexts (preliminary 
interpretations, summaries of content and connections between different parts of the 
transcript). These preliminary ideas were thereafter condensed into key words, 
connections and recurring patterns. After sequential analysis of the individual transcripts, 
the researcher engaged in a consolidating process, combining the representations given 
by each of the key informants to produce a number of super-ordinate themes and sub­
themes. Throughout the process attention was paid to the original data set to ensure that 
all interpretations were grounded within the transcripts. Quotations are provided 
throughout the analysis to allow the reader to assess the persuasiveness of the chosen 
themes (Elliottt et al., 1999). IPA involves a high degree of subjectivity and is shaped by 
the interpretative framework of the researcher, a Trainee Counselling Psychologist, with 
personal experience of substance misuse within the family of origin (refer to Appendix 
11). Efforts were made throughout the analytic procedure to attend to the assumptions 
and values that may have arisen from this position. This research will be evaluated in 
light of the evolving guidelines for reviewing qualitative research offered by Elliott and 
colleagues, (1999).
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All names and identifying information have been changed to protect the confidentiality of 
the key informants and the clients to whom they refer. In the quotations ellipsis points 
(....) are used to indicate omitted data and information in square brackets has been added 
for clarification.
ANALYSIS
The analysis produced three super-ordinate themes, each containing a number of sub­
themes. Due to the pragmatic limits of this research paper only two of the super-ordinate 
themes, felt to be most relevant to the research question, will be outlined. The first theme 
gives the reader a sense of the key informants’ interpretations of clients’ systemic 
contexts, and a sense of the complexity and dynamics they suggest may occur in the 
families of substance misusing clients. Two of the sub-themes (domestic violence and 
preoccupied parents) will be detailed in the analysis section. The two remaining 
dimensions of this theme are illustrated in Table 1 and highlight key informants’ 
understanding of family loyalties which may permeate the therapeutic encounter with 
clients, particularly concerning their mothers. The second theme depicts key informants’ 
experience and understanding of the role of the father within this picture. This theme 
forms the main focus of the analysis section, in an effort to contribute to the dearth of 
literature regarding paternal relationships in the lives of clients presenting with substance 
misuse problems. The third theme, illustrated in Table 1, (not included in the analysis) 
reveals key informants’ view concerning the potential salience of sibling relationships. 
This theme also outlines key informants varied opinions about the recent trend towards 
systemic ways of working within the substance misuse field and beliefs about how 
feelings of shame within families may compound such approaches in practice.
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Table 1: Super-ordinate and Sub-themes
Super-ordinate Theme 1 
Systemic Context
Super-ordinate Theme 2
Father in the Systemic 
Picture
Super-ordinate Theme 3 
Therapeutic Implications
Domestic Violence* Complexity of Absent Father* Systemic Shame
There is a great, strong element o f  shame so they don't feel they 
can get any support from their parents or they have to hide 
their treatment from their families” (Peter) [drug clients]
“this incredible cycle o f shame" (David) [alcohol clients]
Preoccupied Parents* Paternal Suicide* Salience o f Siblings
“lots o f clients find that their, they find it easier to talk to a  
brother or sister (...) find them supportive and I  think i t ’s a 
good thing that we include those as well. ’’ (John) [substance 
misusing clients]
“That is a bit o f a belief o f mine. That siblings and friends 
sometimes get overlooked" (Pam) [substance misusing clients]
Family Loyalties
’''there are loyalties and one thing that binds us together 
as families, and loyalty suggests that i t ’s very hard for  
you to criticise someone who you are loyal to (...) when 
there is a blood bond so to speak, a bond that goes deeper 
than most. ” (John) [substance misusing clients]
“there is this incredible loyalty, particularly to the 
mother" (Susan) [drug clients]
Negative Paternal Presence* Clinicians Systemic Reservations
“I have very mixed feelings about that especially when it 
involves families because most o f  the clients that I  have seen 
have not had a good relationship with their families" (Peter) 
[drug clients]
“The families operate in a different way (...) you don’t get the 
impression that it would work fo r them to seek immediate 
support from the family" (Susan) [drug clients]
“One o f the things that I  struggle to understand is why alcohol 
services consistently ignore the literature that says you get 
better outcomes i f  you involve partners andfamilies than if  you 
don’t but they do ignore it. ’’ (Hilary) [alcohol clients]
Maternal Protection
“But on the whole I think that people have wanted to 
excuse their mothers". (Pam) [alcohol clients]
“for mother is was more about protecting her and not 
wanting, not wanting her to worry about her" (Peter) 
[drug clients]
Salience of Father*
*Subtheme addressed in the analysis
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The systemic context
In many instances key informants found it difficult to discriminate between the separate 
impact or contributory force of either parent, finding that they "'couldn’t tie it down to just 
one parenf’ (Sophie). In the key informants’ experience, parental and systemic dynamics 
within the families of clients presenting with substance misuse problems are highly 
intricate. This theme depicts their perceptions of the emerging family context of the 
substance misusers, in which both parents and their complementary attachment dynamics 
are illuminated, including domestic violence, preoccupied parents, and role reversals, all 
of which were felt to contribute to a lack of emotionally receptive family space for the 
client. The key informants also offer hypotheses about how such family dynamics may 
relate to the development and maintenance of substance misuse problems.
Domestic Violence
Several key informants referred to a significant trend of physical, emotional and verbal 
abuse within the family, which they described their clients either being directly involved 
in, or as having witnessed.
“One [drug misusing client] I  can think o f who witnessed an awful lot o f domestic 
violence, sort o f  dad stabbing mum, mum stabbing dad when he was younger” (Susan)
Sophie’s perception is that some clients presenting with alcohol misuse problems may be 
very reluctant to talk about the violence they have witnessed, in the family home, during 
the therapeutic encounter, and this left her speculating about the level of emotional abuse 
that one of her clients had witnessed and been subjected to:
“I  think he [an alcohol misuser] also felt for the way his father was treating his mum, 
there was a certain amount o f violence, he didn’t really touch on that but I  have a feeling 
that there was more, very, very violent certainly emotional ” (Sophie)
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Pam felt it necessary to provide some ad-hoc statistics to demonstrate or perhaps 
convince the researcher of the salience of such scenes of domestic violence in the lives of 
clients presenting to substance misuse services. In her definition she encompasses both 
the physical and emotional aspects of domestic violence referred to by the previous two 
key informants:
"We have added in the last couple o f years a greater emphasis around the county on the 
history o f domestic violence. (...) now the [regional] assessment form, (...) does ask 
whether there is any history and then you have to, you need them to say ‘where were you 
in this ’, was it that you saw physical violence, was it that you were involved and so on. So 
you do sometimes pick up that there were times when, they witnessed parents arguing 
and be it physical abuse or, looking at intimidation and the wider definition o f domestic 
violence which is around now. (...) certainly I  think a good 50% of the people that I  have 
seen in the last 6 months have probably indicated that they have seen, something that 
troubled them."" (Pam)
Pam seems to be suggesting a cultural shift within substance misuse services towards the 
recognition of the salience of issues of domestic violence in the history of clients 
presenting with both drug and/or alcohol problems. Research suggested that childhood 
exposure to parental conflict and violence is a well-recognised risk factor in the 
development of substance misuse problems (Van Der Mark et al., 2005). Research has 
indicated that children who experience or witness domestic violence suffer on a 
behavioural, social, emotional and intellectual levels and are more vulnerable to 
developing a myriad of psychological difficulties, including substance misuse problems 
(Kilpatrick et al., 2003). Pam, Sophie and David offered their understanding of clients’ 
need to use alcohol and drugs as a way of achieving a temporary psychological distance 
from overwhelming situations that they have no control over, such as domestic violence:
“Some o f them are doing it [using alcohol] to calm them down, to go away and]ust get 
out o f the situation so, that I  would say, can be a reaction, o f course it can be to all sorts
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o f troubling things you are not able to deal with, but certainly I  think one o f them can be 
violence ” (Pam)
“The alcohol blocks out whatever is going on or whatever has been going on between the 
parents whilst they were growing up” (Sophie)
""It’s an adaptation, [substance misuse] i t ’s an obsessive behaviour, addictive behaviour 
is a way o f surviving family o f  origin trauma, or family o f origin dysfunction, or family o f  
origin distress, i t ’s a way o f coping with it, i t ’s your way o f surviving it (...) you take 
your consciousness somewhere else” (David)
David suggests that in his perception substance misuse is just one of any number of ways 
in which clients might survive the chaos of their family of origin. John revealed that 
clients frequently offer such attributions about the origins of their alcohol problem:
“When there is a specific problem, especially when there has been relationship issues 
between the mother and the father, when the father has problems o f his own in terms o f  
alcohol, work’s too much, lots o f conflict at home then they do, and sometimes they do 
directly by saying I  used to want to get drunk, or 1 use to want to become totally 
plastered, or whatever, to block it out, yeah because it was hell. ” (John)
John’s interpretation suggests that clients with primary alcohol misuse problems make 
attributions about the development of these, as a conscious way in which they decided to 
achieve temporary relief from the inescapable anguish of their family situations.
Preoccupied Parents
What seems apparent from the key informants’ representations of the clients’ early 
systemic experiences is a fundamental lack of an emotionally receptive family space. 
Often both parents were portrayed as being preoccupied, either with their own mental
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health difficulties or substance misuse issues, compromising their ability to be 
emotionally available and meet the clients’ needs appropriately. John explained that in 
his experience with substance misusing clients, parenting is frequently compromised by 
either parent’s psychological difficulty:
“You have a number o f clients, a good number o f  clients who experience either an 
alcoholic father, or an alcoholic mothers or fathers that were unwell mentally” (John)
John implies that in his experience having a parent struggling with their own 
psychological difficulties may not be an uncommon phenomenon for clients presenting 
with substance misuse problems. Key informants’ experiences often reflected either an 
alcoholic mother or father in the life of the clients they had worked with:
""It’s a client [alcohol problem] who, a couple actually whose fathers had sort o f mental 
health problems o f their own” (Peter)
""lean think o f one [alcohol misuser] whose mother was an alcoholic” (Sophie)
Several key informants interpreted how, in such instances, they felt the identified client 
may become burdened by parental responsibilities or have to cope in the absence of any 
parenting. John gives his perception of the dynamics contributing to one of his clients, 
with a drug misuse problem being placed in an early maternal role:
“A client that comes to mind is a client that has a professional father, so a father who 
was very much highly regarded in his profession and a mother who became ill, 
emotionally and mentally ill. Then the parents got divorced and my client ended up from 
the age o f 5 or 6 (...) she had to (...) fendfor herself’ (John)
Sophie gives another example of a male client with alcohol related difficulties, who she 
believes was inadvertently placed in a parental role due his experiences of his mother 
being regularly incapacitated and his father being unable to assume responsibility. Sophie
153
suggests that his position as the eldest son within the family may have particular 
significance:
""The mother was absent, although she was there, she was absent through being drunk. 
And the father wasn’t there to make up for the loss that the mother couldn’t give when 
she was flat out. So the child would have brought up the siblings and really he had to 
almost run the house, so a lot o f responsibility on this particular client’s shoulders and 
he is now drinking heavily. ” (Sophie)
Sophie insinuates in her final sentence her own belief that such early family 
responsibility may have had a causal impact on this client’s alcohol misuse. Peter went 
further to suggest his belief that for some clients, this early adoption of the parental 
responsibility may actually reinforce and maintain their drug misuse problem:
“Well, the clients that come to mind are the ones where the roles have become somewhat 
reversed, they are a source o f support both financial and emotional for their mother 
which means that they are having to either sex work or steal to fund their mother’s drug 
use (....) They just feel an obligation to maintain contact or to try and change it. Some 
kind o f attempt to improve the relationship but it doesn’t really work out that way, so they 
endup trying to cope with the disappointment or the stress or unhappiness o f it. ” (Peter)
Peter also gives his own hypothesis about why clients may continue to pursue such 
apparently damaging roles in terms of their drug misuse, suggesting that underlying this 
compulsion may be a desire for a reparative parenting experience:
“I  think 99.99% o f the people I  see, regardless o f their issues, have a problem with their 
parents not being close in some way and wishing they could have better parents and 
waiting till the parents are almost dead, still expecting to hug them, but maybe they will 
never been able to. ” (Sophie)
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Several key informants echoed varied versions of this working hypothesis in relation to 
clients presenting with alcohol problems:
""You know here there seems to he really quite a longing for being able to repeat their 
childhood again” (Pam)
The notion given by the key informants is one referred to in literature as “precocious 
maturity” (Copello et al., 2005 p.370), clients in this position are theorised to become 
burdened by an adult role due to psychologically unavailable parents. This may 
conceivably arrest their own psychological and emotional development and contribute to 
the need to remain childlike, within an incapacitated sick role, (i.e. substance misusing). 
In psychodynamic terms substance misuse in adulthood, can be conceptualised an 
unconscious attempt to regain a sense of lost parenting experiences that have been denied 
them by the dynamics and layers of psychological difficulty playing out within the 
families to which they belong.
The Father within the Systemic Picture
This theme offers key informants’ hypotheses about the role of the father in the lives of 
clients presenting to the substance misuse services. The key informants’ interpretations 
suggest that father absence, presence and the bearing this may have on therapeutic 
practice a complex.
Complexitv of the Absent Father
The key informants commonly described their perceptions of fathers being absent on a 
physical and/or emotional level from the lives of previous clients. Their physical absence 
was depicted in numerous ways, including separation from the family of origin, work 
commitments, extensive periods of hospitalisation for mental illness, incarceration and 
suicide. The second level of perceived absence that was consistently referred to by key
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informants was of an emotional nature. Often both dimensions of paternal absence were 
depicted as generic to both drug and alcohol misusing clients:
""A good number o f clients experience, either an alcoholic father, or fathers that were 
unwell mentally. Either a father who worked too much and therefore wasn’t present.” 
(John)
""Fathers had sort o f mental health problems o f  their own, and their relationship was just 
very strained and the father was absent, either emotionally or physically they were kind 
o f hospitalised but in both situations they didn’t feel that they had any great connection 
or affinity with their fathers.” (Peter)
""We do have some whose fathers were in prison, offenders (...). And we have others who 
just feel that that relationship wasn’t a close one for whatever reason.” (Pam)
What seems consistent from the above quotations is the key informants’ perception that 
substance misusing clients’ paternal relationships are often emotionally deprived. Pam 
tries to define this lack of paternal connection:
“Their [fathers] appear to have had a communication problem, o f  whatever sort, 
obviously it varies hugely.... somehow not being able to get that rapport going to be able 
to see them there as valid, useful able to help them ” (Pam)
Several key informants struggled to define this sense of paternal emotional unavailability, 
referring to it as an indiscriminate communication deficiency. John referred to his 
perception of an inability to be ""emotionally nourishing”. Pam suggested that in some 
instances she perceived that fathers of substance misusing clients try and compensate for 
this emotional unavailability financially, through the provision of material resources to 
fund rehabilitation programs:
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“Yes, there are sometimes fathers who. I ’m afraid in the oldfashion sense see themselves 
as maybe contributing financially and they may not have always been able and never, 
perhaps will be able to be there emotionally” (Pam)
Pam appears to suggest that such financial support can never compensate for the 
emotional deprivation referred to. Indeed some psychoanalytic schools of thought may 
actually perceive such financial support as a form of emotional avoidance or 
disengagement from the client and the substance misuse problem. Pam seems to insinuate 
that fathers cannot account for their emotional unavailability in other ways. This is 
perhaps a reflection of the changing role of the father who is no longer simply perceived 
as the breadwinner but as nurturer, teacher, companion, moral guide and protector (Lamb 
& Tamis-Lemonda, 2004).
Paternal Suicide
When reflecting on the absence of the father in the lives of their clients, two of the seven 
key informants raised the issue of paternal suicide in the history of their drug misusing 
clients. Pam suggests that the premature death of one client’s father emerged as key to the 
way in which she made sense of the origins of her drug misuse problem:
“One o f this [drug misuser’s] main dijficulties was in connection with her father’s 
suicide (...) it was huge in her head and she said it was (...) o f  course that is an exception 
I  suppose, there aren ’t fortunately that many fathers who commit suicide who would 
necessarily be linked with our substance misusers and be so well known as being a key 
factor. ” (Pam)
This reflection emerged towards the latter stages of the interview process and, 
immediately after giving this example of paternal suicide, Pam quickly proposes a belief 
that this is an atypical reflection of the client population. However Susan questioned this
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assumption suggesting that perhaps the impact of paternal suicide within the drug misuse 
field is being under-acknowledged;
“I  guess because there is quite a number as well whose fathers have taken their lives. 
When I  say quite a number I  think statistically at one point I  had 3 young people and we 
only ever usually have case load o f 15 on average (...) but at one point I  think I  had at 
least 3 whose fathers had, were dead and had taken their lives ” (Susan)
It would seem firom this analysis that the impact of premature paternal loss, death, and 
possibly suicide in the lives of clients who present to the substance misuse services, 
particularly those presenting with drug misuse, may be a potentially significant area for 
further exploration. Indeed there is a paucity of research interest on the impact of parental 
suicide on surviving children, the challenges they face and the optimal ways to assist 
them in coping with this experience (Cain, 2006).
Negative Paternal Presence
In a number of instances, key informants perceived that the father’s presence in the 
system, and indeed the life of their clients being implicated through the mother via a 
process of displacement. John suggests that, substance misusing clients, may experience a 
physically absent father but he believes that this does not constitute psychological 
absence. He suggests that the father and his relationship in the family, continues to be 
experienced in a very damaging way, as in the following case example of a client with 
longstanding alcohol problems highlights:
""The mother was very angry towards the father so that anger used to spill out on the 
child and so that is an example, for me o f a person who grew up with one, only one 
parent basically, but still you would think that the father was absent, but the father was 
very present, emotionally he was very present through the mother. He was present in a 
very negative way, because o f  lots o f anger towards him, because i t ’s your father’s fault.
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all these kinds o f statements towards the father so the client had built this picture o f this 
father as a kind o f evil man” (John)
John goes on to suggest that in some cases clients’ perceptions of their fathers and 
conceivably the subsequent quality of their paternal relationship can be influenced 
negatively by the historical conflict between parents. Peter also refers to his perception, 
derived from his work with drug misusers, of the complexity of the father’s presence, 
believing that in some cases this is inextricably linked to historical attachment between 
the two parents:
“I  think it tends to be the mother, but that’s not always the case and sometimes i t ’s even a 
bit more complicated, where (...) the father has been emotionally absent and because o f  
that the mother has been quite neglectful or undermining. So the father’s involvement 
was implicated if you like through the mother” (Peter)
Both key informants suggest that paternal presence may be a highly complex systemic 
phenomenon, for clients with both drug and alcohol problems, as they may experience 
the repercussions of their father’s emotional or physical absence from the family through 
the mother. Displacement is a well-recognised defence mechanism, which involves the 
shifting of aggressive impulses on to a less threatening object, in this case the child/client 
and what they represent as part of the father (Freud, 1937). Of the fathers who were 
described as being physically present in the lives of substance misusers’, several key 
informants interpreted that their presence had often been experienced by clients as 
overbearing and abusive. Susan describes her perception of a number of fathers of drug 
misusing clients she works with, as having abused their sense of authority within the 
family house:
""The fathers that are in the kids ’ lives that I  can think o f sort o f rule with an iron fist” 
(Susan)
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Several key informants reflected on their perceptions of clients’ experiences of neglect 
and physical abuse perpetrated by their fathers, Pam offers on her recollections of 
working with numerous clients with alcohol problems:
""Some remember being physically beaten by a father” (Pam)
“I  mean I  have heard some appalling things here. There was a kid here whose father's 
response (...) to this little kid o f six or seven being naughty was to lock him in the 
cupboard under the stairs for days and just throw him food in there ” (David)
David seems to be suggesting that paternal physical abuse may not be uncommon in the 
histories of clients presenting to substance misuse services with both drug and/ or alcohol 
difficulties. To date the research literature surrounding paternal abuse has been 
concentrated on sexual abuse. The effects and phenomenology of people who experience 
paternal physical abuse are poorly understood and under-represented in the literature 
(Coohey, 2000; Schaeffer et al., 2005), despite national US statistics which suggest that 
fathers are the primary perpetrators of child physical abuse in almost as many cases as 
mothers (45 and 55% respectively) (U.S. Department of Health and Human Services 
1998).
Salience of Fathers
A number of key informants reported that they found it difficult to gain access to clients’ 
accounts of their fathers. These accounts appeared very limited in comparison to the far 
more abundant maternal narratives, perhaps reflecting a general trend towards over­
emphasising maternal responsibility and ignoring the potential importance of fathers 
within the problems of clients presenting to substance misuse services. Peter suggested 
that, in his experience of working with clients with drug and alcohol problems, fathers do 
not typically feature in clients’ narratives:
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“Fathers do tend to be typically quite absent (...). I  can think o f more clients that have 
had, that don’t have fathers as a part o f their biography or their life than ones that do. I  
have to say that usually the fathers, I  hear less about the fathers than the mothers, yeah 
there aren’t many clients where I  can think o f  where the client has known much, if  at all 
about their fathers ” (Peter)
“More often than not there isn't a father on the scene and it won't be until you have 
probably developed a relationship with [the drug misusing client], if  at all, that you 
would explore how that is for them and their feelings around it” (Susan)
Susan and Peter suggest that, in their experience, father absence is not atypical and an 
exploration of the impact of such a loss is something that takes time to address within 
their therapeutic work. Perhaps some clinicians are more available to hear maternal 
narratives and are subtly overlooking the potential salience of the father within the lives 
of clients presenting to substance misuse services. This was not reflective of all the key 
informants. David, for instance, was adamant in his belief that fathers are extremely 
important, suggesting that fathers are always inextricably linked to male clients’ 
difficulties with substance misuse:
""Men it nearly always comes down to fathers, it nearly always comes down to fathers, 
there is not one man who has been through this unit since I  have been here who has had 
a functional relationship, not a genuine alcoholic or drug addict, i t ’s not possible, well 
unless your alcoholism or your addiction is a direct adaptation to a terrible trauma” 
(David)
Hilary, describing herself as systemic in orientation, also felt that the father was an 
extremely important figure and conscious efforts were made within her practice to assist 
clients in thinking about the impact of his absence within the family and the client’s life:
""So if  somebody said “well I  have never known my father, my father’s been absent”, the 
conversation wouldn ’t end there. The conversation would go on to think about fathering
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from other people, it would go on to think about the impact o f their father’s absence” 
(Hilary)
John also acknowledged the salience of early paternal loss and described how one client’s 
need to re-establish this relationship formed a crucial dimension of the therapeutic 
process:
“/  remember o f a client [with longstanding alcohol problem] which who I  worked with 
who was very much close to only the mother because he didn’t know the father. So the 
father left when he was a year old, so he only knew the mother he didn V have a kind o f  
step-father in the absence, (...) when I  started seeing him at the age o f 32, after a long 
problem with substance misuse, he still wanted to know the father. (...) So part o f the 
process we worked together was a way o f in which he could meet the father” (John)
Hilary suggests that, in her experience, a number of clients may be very reluctant to 
engage in a therapeutic conversation about the impact of the loss of their father due to the 
feelings this can evoke:
“/ am working with a man at the moment who cannot bear to hear the word D.E.A.D. (...) 
and his father died some ten years ago (...) he gets a rush o f  anger against me when he 
hears the word, but now he is getting much better at reflecting on that anger and we will 
get to the point where we can sort o f reach into that and think what else is in there and 
my guess is that there is sadness in there at the very least. But that would be an example 
where someone really can’t bear to think about it, let alone talk about it.” (Hilary)
It could be hypothesised that the father’s absence from the narratives of clients and some 
therapists’ avoidance of this part of their biography may actually be a joint venture and 
something that could be usefully recognised and considered by clinicians formulating 
clients’ presenting difficulties and therapeutic interventions, regardless of the clinician’s 
therapeutic orientation. As both Hilary and John suggest, understanding clients’
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resistance to discussing paternal loss and being sensitive to this can form an essential part 
of the therapeutic process with clients presenting with substances misuse problems .
DISCUSSION
Overview
Although there were differences in the key informants’ perceptions of the clients’ 
systemic contexts and the role of the father within this emerging picture, a number of 
core themes emerged. Firstly key informants offered their understandings of the 
complexity of clients’ family backgrounds and expressed their belief that witnessing or 
being included within domestic violence disputes may not be an uncommon experience in 
the early history of many clients presenting with both drug and alcohol problems. The 
relationship between domestic violence and the development of substance misuse has 
been well-documented (Kilpatrick et al., 2003). This research however can be perceived 
as further contributing to this area, as it provides interpretations about the attributions 
clients may make regarding the impact of domestic violence and their perception of how 
this relates to the development of their reliance on alcohol in particular. Clinicians may 
find this useful in terms of thinking about the use of alcohol as a reliable way of 
dissociating from early family of origin trauma and how this pertains to their continued 
use when confronted with difficult situations in adult life. Future research would need to 
clarify if similar attributions are offered by clients with a primary diagnosis of drug 
misuse.
Key informants also offered consistent representations of substance misusing clients’ 
experiences of parents who were preoccupied with their own psychological difficulties, 
particularly around alcohol. A solid evidence base has revealed the negative experiences 
and outcomes of children raised by one or more parents with substance misuse problems 
(Barnard & McKeganey, 2004; Kroll, 2004; Velleman, 2003). As young adults, they
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retrospectively recount childhoods compromised by lack of practical and emotional care 
(Barnard et al, 2004). In an extensive content analysis, Kroll (2004) revealed that role 
reversals often occur in such families and this was exemplified in key informants’ 
interpretations of their clients, with both drug and alcohol problems becoming burdened 
by high levels of parental responsibility at an early age. Eldest daughters have been noted 
in the literature to display a parentified tendency, assuming an adult caring role, thereby 
foreshortening their own childhood (Barnard et al., 2004; Copello et al., 2005), though 
the accounts given by key informants suggest that the adoption of this caring role may 
not be so gender specific. This analysis also suggests that incapacity brought about by 
substance misuse, can be conceptualised as an expression of the client’s need for a 
reparative parenting experience that has been denied them by the dynamics and layers of 
psychological difficulty within their families.
The second core theme reflected in the key informants’ accounts suggested that physical 
father absence through work commitments, divorce, separation and death may not be an 
uncommon experience for clients presenting to substance misuse services with both drug 
and alcohol problems. Research suggests single parent families are an increasing 
phenomenon. According to a national survey conducted in the UK, one in four families 
with dependent children are single parent families and only nine per cent of those are 
father-headed (Office for National Statistics, 2005). The alternative and not mutually 
exclusive type of father absence portrayed by key informants was an emotional 
unavailability. This is a concept that key informants unsurprisingly found difficult to 
depict as some aspects of the clients’ experience remain only accessible through detailed 
phenomenological analysis (refer to values and limitations). Several conceptualisations of 
emotional availability have been proposed in the literature, primarily focusing on the 
level of parental involvement, sensitivity and emotional involvement (Biringen & 
Robinson, 1991), though emotional availability has not been studied extensively in 
relation to fathers (Lum & Phares, 2005).
Despite their perceived physical or emotional absence, several key informants referred to 
their understanding of displacement occurring within some families, in which the father’s
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presence can be experienced by proxy through the mother. This was presented as a very 
negative process occurring in the lives of clients presenting with both drug and alcohol 
problems. Empirical research investigating clients’ experiences of such displacement and 
the impact on paternal relations could potentially provide a valuable contribution to both 
the systemic literature and literature on the effects of father absence. This research has 
exposed a number of potentially fruitful areas for empirical exploration including the 
effects and experiences of drug misusers bereaved by parental suicide and the impact of 
paternal abuse.
This research also exposed a disparity between key informants’ perceptions of the 
salience of fathers and how this may feature within the therapeutic encounter with clients 
presenting to substance misuse services. This, of course, is moderated to some extent by 
the personal experiences and preferred theoretical orientations that key informants have 
brought to this encounter (Kenna & Wood, 2005). This research can thus been seen as an 
invitation for clinicians working within the field to reflect on their own personal views 
concerning the role of the father within the lives of clients presenting with substance 
problems and to consider how open they are about addressing the impact of paternal 
absence, either physically or emotionally, from clients’ lives.
Values and Limitations
This section of the report discusses the limitations and value of this study in light of the 
evaluative criteria for qualitative research suggested by Elliott et al (1999). The accounts 
given by key informants are based primarily on their experiences of working with clients 
presenting with both drug and alcohol related difficulties, and in some instances a 
combination of both. The author has acknowledged that one cannot assume isomorphism 
between the experiences of such clients groups, as several factors distinguish alcohol 
from illicit drugs, often making the latter experience more complex (Hudson et al., 2002). 
The author has therefore endeavoured to make references to both explicit throughout the 
report and highlight the similarities and differences depicted in the key informants
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representations throughout. The author also acknowledges that the accounts given by the 
key informants are representations of the actual experiences of clients who present to the 
substance misuse services and this triple hermeneutic has been made clear throughout the 
analysis. However, it seems that access to such varied and diverse accounts drawn from 
key informants’ extensive clinical experience have provided an essential foundation for 
further specialist research within this area. In the second phase of this research, the author 
intends to gain access to the direct accounts of a small sample of drug or alcohol 
misusing clients. Subsequently, the key informants’ representations gained in this 
preliminary analysis will be scrutinised in light of the data directly from peoples’ 
phenomenological accounts. Any discrepancies between the two representations will 
highlight valuable areas for potential exploration and analysis.
Despite this study’s limitations, the analysis holds up against the well-recognised criteria 
for evaluating qualitative research provided by Elliott et al (1999). This research claims 
originality on the grounds that it provides an initial exploratory insight into the role of the 
father within the lives of clients presenting with substance misuse difficulties and can be 
seen as contributing to the dearth of paternal literature (Phares et al., 2005). The author 
owns and makes explicit from the outset her personal perspective on the phenomena (for 
more detailed evidence of my efforts recognise my personal values and assumptions 
arising throughout the research process refer to Appendix 10 ‘Personal Reflections’). All 
the themes depicted within the analysis are grounded within the data. Illustrative 
examples are given and the reader is invited to assess the persuasiveness of the 
interpretations derived. The author provides transparent examples of efforts to challenge 
the themes presented throughout the process, giving alternative perspectives of key 
informants, thereby revealing the subtle nuances within the data set. It is hoped that some 
of the themes raised and documented in the analysis provide new insights that resonate 
with a wide audience, including substance misuse clients, concerned significant others, 
and professionals interested the family context of substance misuse.
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Appendix 5: Participant Letter of Invitation
Ms Shelley Le Main
Trainee Counselling Psychologist
University of Surrey
School of Human Sciences
Department of Psychology
Guildford
Surrey
GU2 7XH
Email: s.le-main@surrey.ac.uk
A qualitative study of drug and alcohol workers’ understanding of drug and alcohol 
misusing clients’ relationships with their fathers.
Dear,
I am Counselling Psychologist in training at the University of Surrey. I am in the process 
of carrying out a major research project within the field of drug and alcohol misuse. My 
main interest is in clients’ experiences of their fathers and the role they may play in their 
lives. I believe that given your expertise in this area you may be able to offer some 
interesting ideas from your vast clinical experience with such clients that would 
contribute to more systemic ways of thinking about clients who present with substance 
misuse difficulties. Your invaluable clinical experience in this area deserves research 
attention and documentation so we can begin to understand the significance of paternal 
relationships for clients who present with substance misuse difficulties and start to clarify 
if, and why this family relationship is a useful potential area for further research 
exploration and possible incorporation in practice.
Taking part in this research is entirely voluntary. If you do decide you would like to 
participate, you will be given a detailed information sheet, asked to sign a consent form 
and complete a basic demographic questionnaire. You will then be asked to participate in 
a recorded interview with myself lasting approximately 45-60 minutes. The interview 
will be semi-structured and will focus in particular on client’s accounts of their 
relationship with their fathers from both a historical and current perspective and you will 
be asked to offer your understanding of this in terms of the aetiology, maintenance and 
support with their substance misuse. The interview will take place at the most convenient 
location for you, either at your place of work or alternatively at the researcher’s office at 
[NHS hospital].
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Your interview will be recorded and transcribed. The tape and transcript of your 
interview will be stored in a secured cabinet and kept in strict accordance with the Data 
Protection Act (1998). All tapes will be deleted upon completion of the research 
(September 2008). All of your responses will be kept strictly confidential and will be 
used solely for the purposes of the research. The study responses will not be disclosed in 
any way that will identify you, or your service in any presentation or publication.
This research is being carried out as part of a practitioner’s doctorate in 
Psychotherapeutic and Counselling Psychology and is being supervisor by Dr. Adrian 
Coyle, Research Tutor within the Psychology Department at the University of Surrey.
I am aware that you are probably an extremely busy service and I therefore acknowledge 
that you may not have much time available for participation, but if any of your team are 
interested in becoming involved I would be most grateful to hear about their clinical 
experience (please contact myself via email s.le-main@surrev.ac.uk or telephone 01483 
to arrange a time would be most convenient). If you have any further questions about this 
research project that you would like to ask please to not hesitate to contact me.
Yours sincerely
Shelley Le Main
Trainee Counselling Psychologist
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Appendix 6: Participant Information Sheet
Participant Information Sheet
Qualitative study of drug and alcohol workers’ accounts of substance misusers’ 
reported experiences, of their fathers.
Dear participant,
You are invited being invited to take part in this research study. But before you decide it 
is important for you to understand why the research is being carried out and what it will 
involve. Please take some time to read this information sheet carefully and feel free to 
ask any questions before you make your decision.
What is the purpose of this study?
I am hoping to gain some insight into the theories and ideas you have about the 
importance of client’s family relationships, in particular with their fathers that you have 
gathered through your specialist work in this area. This research is being conducted as 
part of a Doctorate in Psychotherapy and Counselling Psychology.
Why have I been chosen?
I believe that through your wealth of clinical knowledge you will have a variety of 
experiences with clients, that you will be able to draw upon in thinking about the 
relationship that clients with substance misuse difficulties have with their fathers, and 
how and why this may be salient to them in many aspects of their lives.
Do I have to take part?
Taking part in this research is entirely voluntary. If you do decide you would like to 
participate, you will be given this information sheet to keep and asked to sign a consent 
form. You decision to withdraw at any time, or indeed your decision not to take part will 
be respected.
What will happen if you take part?
You will be asked to participate in a recorded interview with one researcher lasting 
approximately 45-60 minutes. The interview will be semi-structured and will focus in 
particular on client’s accounts of their relationship with their fathers from both a historical 
and current perspective and you will be asked to offer your understanding of this. You 
will be asked to provide examples of specific client’s accounts of their family
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relationships however it is important that you refrain from using client names or any 
other identifying factors in order to protect their anonymity.
What are the possible benefits of participating?
Your invaluable clinical experience in this area needs to be researched and documented 
so we can start to understand the significance of paternal relationships for clients who 
present with substance misuse difficulties and begin to clarify if, and why this 
relationship is a useful potential area for further research exploration and incorporation in 
practice. You will be given the chance to reflect on your experiences with many clients 
over the course of practice and voice your ideas about the role of fathers in their lives. 
You will thereby be expanding to a severely under researched area in the psychology of 
substance misuse.
Will my taking part in the study be kept confidential?
Your interview will be recorded and transcribed. The tape and transcript of your interview 
will be stored in a secured cabinet and kept in strict accordance with the Data Protection 
Act (1998). All tapes will be deleted upon completion of the research (September 2008). 
All of your responses will be kept strictly confidential and will be used solely for the 
purposes of the research. The study responses will not be disclosed in any way that will 
identify you, or your service in any presentation or publication.
What will happen to the results of this study?
This study is being conducted as part of Doctorate in Counselling Psychology training, at 
the University of Surrey and is being supervised by Dr. Adrian Coyle (Research Tutor). 
Upon completion of your interview, it is expected that you transcription will be analysed 
and submitted as part of the course requirement. Direct quotations will be used although 
your anonymity and that of your service provider will be preserved. You will be sent a 
summary of the findings at the end of the study if you wish.
If you would like further information about this study or you have any further questions 
please do not hesitate to contact: Shelley Le Main -  s.le-main@surrey.ac.uk
Thank you very much for taking time to consider participating in the study. 
Your participation would be very much appreciated
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Appendix 7: Participant Demographic Questionnaire
Participant Demographic Questionnaire
The following information is collected so that the people who read the final report can 
know some details about the people who have taken part in this study. However none of 
this information will be used to identify you, as this research is completely confidential.
1. Are you male I female
2................................ How long have you been working in drug and alcohol services? 
............................years ....................  months
3. Do you work for a service that is Voluntary | | Statutory
4. What is your professional title?
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Appendix 8: Participant Consent Form
Participant Consent Form
Qualitative study of drug and alcohol workers’ accounts of substance misusers’ 
reported experiences of their fathers.
I the undersigned voluntarily agree to take part in the above study.
I have read and understood the Information Sheet provided. I have been given a 
full explanation by the researcher (Shelley Le Main) of the nature, purpose, 
location and likely duration of the study and of what I will be expected to do. I 
have been given the opportunity to ask questions on all aspects of the study and 
have understood the advice and information given as a result.
I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998), I agree that will not restrict the use of direct quotations from the interview, 
on the understanding that personal anonymity and that of the service provider to 
which I belong is preserved.
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of this 
study.
Name of Volunteer [Block Capitals]
Signed
Date
Name of Researcher [Block Capitals]
Signed
Date
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Appendix 9: Interview Schedule
Interview Schedule
Qualitative study of drug and alcohol workers’ accounts of substance 
misusers’ reported experiences of their fathers.
Researcher: Shelley Le Main
Trainee Counselling Psychologist
University of Surrey
Department of Psychology
Guildford
Surrey
GU2 7XH
Tel: 07935959012
Email: s.le-main@surrey.ac.uk
The following questions will be accompanied by probes and prompts to elicit material 
on the reported nature of the relationships and relationship process connected to 
substance misuse. Additionally, participants should consistently be asked to offer 
specific examples, drawing upon their experience with clients.
1. To start, reflecting on your clinical experience, when clients have 
talked about their substance misuse problems, how often do they 
tend to talk about family members in relation to these problems? I’m 
thinking here of any sort of connection that clients make between 
their substance misuse and family members, whether that is in the 
origins of the problem, the way the problem is maintained or the way 
it is alleviated.
In general terms, what sorts of roles do they ascribe to family members 
when talking about their substance misuse probiems?
Thinking of the range of family relationships they’ve talked about which 
ones seemed to be the most important for these clients?
Why do you think these particular relationships were important for the 
clients who spoke of them?
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What do you think it was about the [identified significant other] that made 
this relationship important for the ciients who spoke about it?
2. [If the participant has not already addressed this:] Thinking more 
specifically of your experience with clients who have talked about 
their fathers, what general observations have you made about this 
relationship in their lives?
Prompts: nature of these reported relationships in terms of absence and 
presence, cioseness and distance, support and lack of support, 
violence/aggression etc
What roles, if any, have clients ascribed to their fathers when talking about 
their substance misuse problems?
Probe for commonalties in ciient talk concerning the role of fathers in the 
development, maintenance and alleviation of substance misuse probiems, 
together with specific exampies
I know up until now we have been focusing on client relationships with their fathers and 
thank you for your very interesting ideas. But I wanted to round up this interview by 
asking you a bit about mothers’ roles in this picture.
3. Thinking of the ways that clients have talked about their mothers, 
have you noticed any general differences in how they’ve talked about 
their mothers and fathers? Or do they talk about both parents in 
similar ways? Or is there too much diversity there to allow you to see 
patterns?
4. I was wondering if you have any hypotheses or ideas that we have 
not already talked about today, regarding clients’ relationships with 
their fathers, that you would like to add or expand on further?
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Appendix 10: Example Interview Transcript
EXAMPLE; Transcript 2
Thanks again just to start with really, a general question reflecting on your clinical 
experience with clients when they have talked about their substance misuse, how often do 
they do they tend to talk about family members in relation to these problems. I ’m thinking 
o f any connection the clients make themselves between their substance misuse problems and 
family members in the origins, maintenance or even the alleviation?
I think its very common, especially not only at the assessment stage where we ask the question, I 
ask questions about how upbringing was, relationships with family members for the individual 
and as a whole but then once you move over from that stage from rehab and treatment stage, then 
those issues come up a lot and not only childhood in general but individual relationships, such as 
the client and mother, the client and father, step father, step mother, brothers and sisters, those 
issues come up a lot in the way clients try to make sense of why they ended up the way they 
ended up and also, whether childhood and those relationships have influenced the development of 
their problems and the maintenance of it really and lots of other issues so yes I would say that a 
lot
W hat sort o f connections are the clients making?
I think one general connection is absence or presence of the parents really, so basically really the 
clients make a connection between how close they were with parents, emotionally how not close, 
whether the parents played a significant role or not in helping them out, to make sense of the 
world as they were growing up, whether parents provided a safe basis for them to feel ok, whilst 
growing up, whilst going to school how helpful parents were in that. I think how supportive 
parents were emotionally to clients yes I think those are generic issues. Then obviously when 
clients ended up experiencing trauma, in terms of abuse, either emotional, physical sexual then 
obviously you come up with more specific issues in terms of either individual parent, or less often 
both parents.
Right, are there any clients that are coming to mind as you are talking?
Well, yes I think you know, a particular client that comes to mind is a client that has a 
professional father, so a father who was very much highly regarded in his profession and a 
mother who became ill, emotionally and mentally ill. Then the parents got divorce and my client 
ended up form the age of 5/6 onwards at times seeing the mother for a week, or for a month, three 
months then not seeing the mother for an extensive period sometimes running over 6 months, 
without any explanation and basically that, plus the divorce and plus then whilst growing up still 
the mother wanting to remain unwell and the father was not experienced as emotionally 
supportive to her, and still isn’t, and that in the client’s mind has influenced the way she builds 
relationships at the moment and she is very much afraid of being alone and being rejected simply 
because she has had experiences of that since age 6/7 really, not knowing if the mother is going to 
be there or not, disengagement really
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An absence o f emotional support?
Yeah exactly she had to with her brother to fend for herself and of course father was very busy 
and got involved in another woman, so you know things got complicated, yeah so things were 
never clear for her as a child growing up
Thinking, you said at the beginning that generic family relationship play a part for almost 
all o f the clients I ’m thinking which ones really seem to stand out for clients as really 
important?
So relationships with particular family members, I think you know parents are very important 
obviously, so you know a lot of the clients that I worked with in various settings residential, 
rehab, community services [pause] individual relationships with father and mother and with both 
play a role, also sibling relationships obviously. But yes I think how the parents were experienced 
as unit almost, how supportive they were individually and obviously when you have a boy 
growing up we learning that the boy looks up to the father to get an understanding, and a male 
figure and a way of being a man in the world through the father, whether that was present in the 
same form for a girl growing up and also towards the parent of the opposite sex, you would be 
looking for other things especially ways of relating and basis of buildings strong attachments. 
And again a lot the issues seem to centre around the absence or the presence, or the over presence 
of parents, you know in helping too much children and to not allowing them the space.
That’s interesting can you say a bit more about that?
In a sense boundaries you know some parents are, or have been capable of setting clear 
boundaries, but flexible at the same time, others have not been so either they gave too much space 
for space for children growing up to fend for themselves or they were too over, protective really, 
more over protective. So yeah its kind of different degrees or ways in which children experience 
parents and also how children view and experience their parents getting on together, as a unit as a 
relationship. Because I think that is very, very important and in a sense that is the very first model 
everyone has of what relationships should look like and then you have a number of clients, a good 
number of clients who experience, either an alcoholic father, or an alcoholic mother, or mothers 
or fathers that were unwell mentally, you know. Either a father who worked too much and 
therefore wasn’t present obviously violence in families plays a role so yeah
Are there any clients coming to mind, there are lots o f ideas about clients experiences o f  
parents coming together as a unit or not, are there any clients that you are thinking o f  in 
particular?
Yes I think I’m remember of a client which who I worked with who was very much close to only 
the mother because he didn’t know the father. So the father left when he was a year old, so he 
only knew the mother he didn’t have a kind of step father in the absence, but when I started 
seeing him at the age of 32, after a long problem with substance misuse, he still wanted to know 
the father. And he didn’t have an idea of how to build relationships. The father was absent really. 
The father made it clear that he didn’t want to see him whilst he was growing up, even as a 
teenager and then as a young man. The mother was very angry towards the father so that anger 
use to spill out on the child and so that is an example for me of a person who grew up with one, 
only one parent basically but still you would think that the father was absent, but the father was
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very present, emotionally he was very present through the mother. He was present in a very 
negative way, because of lots anger towards him, because it’s your fathers fault all these kinds of 
statements towards the father so the client had built this picture of this father as a kind of evil 
man. And so part of the process we worked together was a way of in which he could meet the 
father, which he ended up meeting. What to say, what to do, how to feel, what to do with that, 
how to approach it. Is he going to be my friend? how do you feel when you know you shake 
hands, you shake your father’s hands and he didn’t have, he didn’t know this [pause] lots of 
anxiety, lots of excitement, lots of anger, lots of conflicting emotions.
Ambivalence
Yeah, yeah
Guess there is lots o f interesting dynamics in the families,
Always yeah
I  guess I am thinking about really what is it that clients identify in somebody who is really 
significant, what is it about this relationship that is so significant for them, w e’ve talked 
about loss, lack o f emotional availability is there anything else that you are thinking of?
I think it’s also about the imitation, this identity building so to speak. We attach with our parents 
in different ways, we relate to them in different ways depending on our gender really and in the 
process of developing we are looking at building our identity also on things they do and try to 
imitate what they do and how they do it to help us building this identity, apart from the other 
creative forces. So I think the looking up process, to dad, looking up to mum, or looking up to 
both, in order to learn a set of values, or a set of beliefs that are going to help you go along way in 
life and we know that part of our identity is beliefs, is values so I think there is a lot to say about 
how the presence or absence of parents help the forming of identity and the forming of beliefs 
and that’s one thing. I think communication patterns is another.
Can you say a bit m ore...
In the sense that we leam to communicate again in relationships and we are given good lesson by 
our parents I think from very young whether that is respectful communication, whether that is 
communication based on respect warmth, genuineness, honesty warmth, openness and whether 
that has the best interests of the other at the heart of the relationship, at the heart or not, you 
know, is there manipulation, what is it? I think we leam communication partly from seeing our 
parents doing it everyday. And with that I add kind of styles as well, not only of communicating, 
not just communicating but the way but style of communicating, so that’s another thing. Also 
interests in life, what you get interested in, you know is it football? is it cinema? is it clothes? 
Fashion? you know career, what is it? At times consciously or not we’re kind of following some 
of our are parents footsteps, whether you have that or you didn’t and whether those that you had 
weren’t supportive in the right style actually sometimes parents play a role in that, in that you see 
that a lot of our clients who became substance misuses had alcoholic fathers, you know had 
problems in the relationships and their parents or their mother had problems in relationships?
Are they making those connections themselves, how do they feel about that?
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Well they became very angry at it, obviously, but angry in a, how shall I put this, angry in a 
protective way still because it very tough to becomes angry at your own parents isn’t it, its very 
tough to suddenly realise that although you have to assume responsibility of the substance misuse 
problem, you have the problem, there are people who are suppose to bring you in the world, 
protect you in the help you out world, raise you well and then off you go and continue being 
supportive as much as they can, who weren’t perfect, who in some ways failed you. Emotionally, 
physically, or more than that, or both of that, it’s not easy. I mean what do you do with that 
feelingly? I mean you still have to call mum and dad by their names and relate to them as such, 
it’s not easy when you have anger and you know and you realise that it should have been different 
and it could have been different. So I think their pained by it, their very much hurt by it, and you 
can see the conflict in their faces as to what to do with those emotions. Some people, not a lot, 
some people end up not talking to their parents any more because of course the trauma would 
have been so much. A lot of people would struggle to find the middle way and to compromise, 
and to you know find a way in which they can forgive, you know and that is a struggle because 
when one is in treatment and aiming at getting better and stopping substance misuse and dealing 
with psychological issues and emotions you, that’s not to say that the parents are doing the same
Yes
It’s not always the case a lot of rehab programs aim to do that and a lot do that very well but that 
depend on the motivation of parents. On whether they kind of would like, or are prepared to look 
at their own ways of doing things and being, so yeah. It’s very difficult but because there are 
loyalties and that’s the one thing that binds us together as families, and loyalty suggests that it’s 
very hard for you to criticize someone who you are loyal to. Look at how we work at work, how 
we operate, it’s very hard to challenge someone who you like and get on very well because there 
is loyalty. Now you know not only double and triple but multiply that by a thousand to 
understand how difficult it is when there is a blood bond so to speak, a bond that goes deeper than 
most, because blood related you know.
I was thinking about kind o f family members in terms o f the maintenance o f the problem?
Erm, well again you know there are so many parents who struggle with this because they don’t 
know how to deal with it. Some of the parents notice it too late, some of the parents notice early 
but still cannot, don’t know how to deal with it, or some of the parents kind of continue to be 
blinded, and do not notice it at all. So in that kind of, in those different reactions, you have 
parents who continue supporting their children by giving them money and the money is going to 
drugs, but not challenging them, by not setting boundaries, by becoming at their mercy really. 
You sometimes have parents who become threatened by their children because they need the 
money for drugs, they just need it, so parents become at the mercy of the behaviour and the you 
have parents who are able to, put boundaries, challenge. Their kind of children, get them to seek 
help, be participative of the process and be helpful, you know seek information, seek advice, read, 
leam, come to groups.
So really engage
Yes, yeah. And I think that’s important from a rehab perspective, lots of rehab models include 
parents at the same time that they start rehab with the client really, so you talk about parallel 
processes, and parallel programs, it’s helping the parents to look at, not only supporting the child 
while he or she is in rehab but also looking at their own issues. Why do we still shout at each
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other, why do you still go out and get drunk every night, and these issues and ways of operating, 
why do we still treat our 30year old son or daughter as 12 or 8. These are issues to be addressed, 
the client has grown up with, but it’s not easy for parents. Yeah some parents then you know, 
adopt the view of, I don’t have anything to do with this, it’s their problem, I can’t help I tried, it’s 
not my fault and you know their kick their sons or daughters out while they have the habit. You 
know so many different ways of reacting, but certainly I’ve heard and worked with lots of people 
who will tell you, my mother, or father’s reaction was crucial for me, to come for help, to seek 
help
Are there any clients that you are thinking of?
Yeah, I mean you know clients who basically were threatened to be kicked out of home, after 
mum and dad helped so much. Clients who literally got there son’s or daughter’s to rehab you 
know, to help them to get attached with that rehab process. I mean obviously that didn’t always 
go smoothly and those who were always on the case, rather than giving money, challenging and 
reminding that it’s going on is not on it’s not helpful, its harmful really. I am trying to remember 
of individual cases. But yes for example, parents who, stop supporting their children financially 
only giving them you know food and helping them with shelter, but putting boundaries in place, 
going to groups themselves. So there are lots of encouraging stories as well that highlight parents 
as part of the process
I f  they are w illing...
Yes,
Something you said earlier, just changing tact a bit, something you said about sibling 
relationships and how important that could be for clients with substance misuse problems
Well yeah I mean lots of client find that their, they find it easier to talk to a brother or sister, or 
both, you know and they would have been honest with them, find them supportive and I think it’s 
a good thing that we include those as well. In rehab we have programs I worked in years ago we 
included brothers and sisters. You can’t force anyone but they are part of the family system and 
they are usually helpful in that they help their brother or sister to find jobs, support them 
emotionally, become a shoulder to cry on and obviously when it’s the other way around, either 
siblings don’t speak to each other, or they have been physically abusive to each other, or 
emotionally abusive its hard to repair. And so it can go both ways really, but yeah usually people, 
if their convinced that the person who has the problem wants to do something, there, will be a lot 
of encouraged and they are willing to be helpful
I was thinking about, now specifically about your experience o f clients who have talked 
about their fathers in particular and what sort o f general observations you’ve made about 
where the father features in their lives?
I would say that father features a lot with the clients I have worked with. In the sense that, first 
they experience the father as a kind of provider of security a provider or safety and it’s a question 
of whether they had that, or how much they had that or not. They also view their father as an 
essential person to play with
Right,
193
You know, they know that he works hard, as mum does in a different way and today in a lot of 
families both parents work rather than traditionally the mum stays at home and the father goes out 
to work. But they see the father as someone they can play with, they can enjoy his company and 
the disciplinarian and whether that has been there or not and in what form.
W hat sort o f connections are they making between their father and their problem, are they, 
making those connections?
Well yes they do, depending on the gender really, but a lot of men do make connections, because 
they use to look up to their father for values, beliefs, was of being and therefore you find that 
some of the clients have had fathers with alcoholic problems, some of them had substance misuse 
issues, they weren’t playful with their sons, they weren’t much present, they didn’t know how to 
emotionally connect. So those are some of the issues they bring up, and again from a girl’s point 
of view, a female point of view they will look up to the father for how supportive he was 
emotionally, how present he was, how emotionally stable he was, or so in the system, how helpful 
in school work and all that stuff. And I am guessing in terms of what I already highlighted in 
terms of communication, presence, emotional support they will link it up, as well as direct issues 
such as if he was into alcohol, other problems how that’s influenced the child while growing up 
and the development of problems, you know especially in adolescence. How was the role of the 
father, played out in the adolescence phase?
Is there someone you are thinking of?
Well you know, a lot of the times, well sometimes, everyone changes from phase to phase and 
you know you treat a child growing up to adolescence in one way and then after that in a another 
way and then when they become a young man, or women we treat them differently, whether that 
has changed. I’m thinking of someone who the father wouldn’t basically become flexible with 
times you have to return to home, what you do with friends, where you go, what you do and the 
discipline became, continued to be overbearing, too much
So more authoritarian....
Yeah more authoritarian, not flexible and then you come up with issues to do with rebellion, 
rather than playing the role of someone who is supportive in an adolescent phase, which we know 
is very traumatizing I would say and challenging for young people. So it is about flexibility as 
well, it’s about fulfilling a different role. So it’s how to be supportive in a different way. How to 
be supportive yet challenging at the same time, how to be both dad and still maintain some 
boundaries which are helpful.
Thinking about the nature o f the paternal relationship that clients might mention is there 
anything that strikes you as coming up repeatedly?
I think it’s this issue of whether the fathers have been able or not to build a balance in boundaries. 
I think recently there seems to be this view of, it’s good to become your child’s best friend at the 
expense of being boundaried and putting up good and helpful boundaries. Or else the other way 
round, knowing the role of the father as a disciplinarian, you need to put forward boundaries and 
that will decrease your ability to be emotionally supportive, to listen. So I think that that issues
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comes up a lot, the balance between being there and being effective, yet setting limits, changing 
them from time to time to reflect the maturity of the child really, growing up
So do you find it’s a case o f either or?
At times yes, because it’s a difficult thing for parents, growing up today is different than growing 
up lOyears ago, even 8 years or 5 years ago. With increasing pressure with parents becoming 
increasingly challenged to be present for their children, so that’s challenging I think.
In terms o f the kind o f origins o f the problem to client make any kind o f references to the 
father? Anything that comes to mind
When there is a specific problem, especially when there has been relationship issues between the 
mother and the father, when the father has problems of his own in terms of alcohol, or working 
too much, lots of conflict at home then they do, and sometimes they do directly by saying I use to 
want to get drunk, or I use to want to become totally plastered, or whatever, to block it out, yeah 
because it was hell. Others may do this indirectly, such as that affected me by making me 
anxious, insecure, angry, hurt and then I got involved with a group at school, my parents didn’t 
even realise. So there are different ways
Yeah
But definitely in a lot of our clients, examine that phase and the contribution of parents, 
especially, well not especially but both parents really. But you see that sometimes they either 
describe the father as most impactful, negatively or positively or otherwise the mother, or both 
being helpful or not helpful.
Thinking about that really, we have been talking a lot about fathers, and I am just going to 
switch over to have a look a more bit about mothers and their role, to ask you, I think you 
have noticed in their general narrative, o f client’s anything similar in the way clients’ talk  
about mothers and father, anything that strikes you as difierent in the general roles they 
play, or perhaps there is too much diversity to allow you to see patterns?
I think there is s a lot of diversity. I think along the continuum of it, I think parents seem to 
balance each other off, you know, mothers seem to still be the ones who, are more ready, or more 
capable of providing emotional support, whereas the father is still the one, who is viewed as the 
disciplinarian, so they tend to balance each other out really. I think it’s too diverse, to many 
factors involved and influenced, so it’s very hard to pinpoint yeah. Yes I would think it’s very 
diverse
I guess every family is so unique..
Yes definitely, so diverse
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Thank you for all your interesting ideas, I just wanted ask if  there is anything that you want 
to add further to any o f the themes about fathers?
Erm no I think that’s it. I think the other thing is as I said, the play issue and how much of a 
balance was there was between play and disciplinarian, play and ... yeah and being emotionally 
nourishing towards the child. And helpful, yeah I am not thinking of anything else at the moment.
Thank you I think we have finished for today
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Appendix 11 : Personal Reflections
My motivation for conducting research in the field of substance misuse, and my personal 
investment had initially seemed very obvious when I began my literature review last year, 
an attempt to voice the effects of substance misuse on concerned significant others, 
particularly within the family, to which I considered myself belonging. However my 
research focus appears to have shifted to illuminate the significance of paternal 
attachment and later psychopathology from the perspective of individuals suffering from 
substance misuse problems. I have spent much time reflecting on why this reversal of 
perspectives may have arisen. In one sense I suspect my initial efforts to expose the often 
overlooked distress of concerned significant others was a way of venting some of my 
own anger surrounding personal experiences with statutory services, who I perceived to 
have a total lack of regard, for other family members being affected by substance misuse. 
Having relieved myself in some sense of my own fiiry, and that of my extended family, 
by-proxy I have given myself the freedom to approach the subject from the tentative 
angle of the individual presenting with substance misuse difficulties.
As the research transpired, I found myself reflecting on the process of analysis and I 
discovered that I was becoming an advocate for the ‘salience of fathers’ in the narratives 
of the clients. On reflection, I realised that this deeply held belief is very personal to my 
own life experiences, having felt the deep impact of paternal loss in early childhood. I 
have also discovered, with the use of continued therapy, that I am not only trying to 
understand the phenomenology of my recently belated father in relation to myself, but 
also his experiences of his own systemic context, particularly in relation to his own 
father. From my understanding, which I have gathered only within the last decade of my 
adult life, in a by-proxy manner, both my father and his father had substantial alcohol 
problems and the pattern of early paternal loss was perhaps as evident and painfiil for my 
father as it is for me. It is somehow fascinating that I have adopted a by-proxy, three tier 
research method, which seems to reflect this tripartite search for meaning that I hoped to 
achieve with regards to my own inter-generational history. This research has transpired as 
an almost reparative process in itself as I am beginning to form a picture of my own 
father’s possible early systemic context, the salience of the loss of his own father. This 
has thereby allowed me to construct more of a sense of him, something that has been 
denied of me by his untimely death.
The Research Process
During the rather arduous COREC process I found myself very much faced with the 
medical model’s renowned ignorance of qualitative research methods and attending this 
meeting proved to be a very humiliating and patronising experience. In any forthcoming 
research I therefore intend to enquire about the professional composition of the panel and 
request a representative from the psychological field in the hope of achieving a more 
validating and less dismissive response to any future qualitative proposals.
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Recruiting participants seemed to be an unexpectedly difficult task and it has left me 
wondering about the general attitude of drug and alcohol practitioners towards the 
salience of fathers for clients who present with substance misuse difficulties. Many 
participants enquired about the underlying reason for my interest in fathers, and seemed 
perplexed by this focus. This felt like a direct reflection of the central debate of the 
importance of fathers in clients’ general psychopathology being over shadowed by 
mothers.
During the analytic process, trying to distinguish in my mind the by proxy nature of the 
data was a struggle, as I was continuously drawn to making direct inferences about the 
actuality of clients’ experiences. However, I have spent time reflecting on how valuable 
this experience will be to me within my future clinical practice. I hope at some point to be 
in a supervisory role, holding both the hermeneutic of the trainee and the portrayal they 
give of the client in mind, along with own personal views about the clinical material 
being presented. So this process, although complex and confusing at times, will be of 
great value in my future clinical practice.
I do intend to continue pursuing my research interest within this field into my final year. 
This investment will be subsidised by clinical experience, as I am completing my third 
year clinical placement with in an NHS substance misuse service. I hope that this clinical 
placement will offer me the opportunity to gain first hand experience with clients who 
present with both drug and alcohol difficulties, and the narratives of their family 
relationships that will be vital in shaping my own developing ideas and clinical 
hypotheses about the systemics of substance misuse.
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The Relationship between Alcohol Misuse and Experiences of the Father: A
grounded theory
ABSTRACT
An impressive body of. theoretical and empirical literature has evolved over the last two 
decades concerning fathering yet there is a need for an empirically based understanding 
of how paternal relationships influence alcohol misuse. This study aimed to access such 
phenomenology, to offer a localised theory of participants’ understanding of the aetiology 
and maintenance of their alcohol use in the context of their paternal relationships. For this 
purpose, semi-structured interviews were conducted with nine participants who self 
identified as having a history of alcohol related problems. The interview data were 
subject to grounded theory analysis which produced four theoretical categories. Three of 
these related specifically to participants’ phenomenological accounts of their fathers in 
relation to aetiology and maintenance of their alcohol problems. The fourth category 
placed fathers within a family context. According to this localised theory the father plays 
a salient role in childhood, determining participants’ locus of control over their affective 
experiences, their perception of the external world and their perceived self and paternal 
expectations. In adult life, alcohol subsequently offers a temporary illusion of agency, 
emotional regulation and strategy for managing internalised paternal dissatisfaction. 
Furthermore, father unavailability produces a thirst for paternal responsiveness that offers 
insight into the development and maintenance of alcohol misuse. The therapeutic 
implications of this study are discussed.
Kevwords: alcohol, fathers, grounded theory
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INTRODUCTION
Since the pioneering work of Jim Orford (1982), several clinicians practising within the 
field of substance misuse^ have emphasised the need to consider a more systemic 
understanding of the aetiology, maintenance and alleviation of such problems (Banard, 
2005; Butler & Bauld, 2005; Copello et al., 2000). The empirical and theoretical 
literature to date offers a detailed picture of maternal and family contributions to the 
development of psychological difficulties. Yet despite an evolving theoretical and socio­
political influenced picture of fatherhood, paternal contributions to psychological 
development remain comparatively sparse, particularly in relation to the development of 
alcohol misuse.
Freud (1913) initially gave pre-eminence to the role of the father in his Oedipal conflict, 
suggesting that “every new arrival on this planet is faced by the task of mastering the 
Oedipus complex; anyone who fails to do so falls victim to neurosis” (Freud, 1905, 
p. 171). The successful resolution of this triangular conflict is theorised to be essential for 
healthy psychological functioning. Despite such ‘phallocentric’ origins many 
psychoanalytic theories have moved to the opposite pole, effectively placing the father in 
a somewhat peripheral position, with the suggestion that the maternal secure base is more 
crucial. The father is relegated to safeguard family boundaries, act as a play companion 
and protect the maternal dyad until the child ready for individuation (Bowlby, 1969; 
Skynner, 1976; Winnicott, 1944). At best, the father is considered to foster autonomy, 
individuation and identity formation, equipping the child with the skills to negotiate the 
outside world, but his place within the internal world remains illusive (Target & Fonagy, 
2002). Though it has been suggested that the father can become the primary attachment 
figure, or ‘substitute mother’ this is typically referred to as a default position, adopted to 
minimise the adverse effects of a rejecting or inadequate mother (Mahler, 1975; 
Winnicott, 1971). As a result early psychoanalytic and attachment theories focus on the
® The term substance misuse in this paper refers to both drug and/or alcohol misuse, unless otherwise 
specified.
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maternal role. Related concepts, which continue to influence psychotherapy, include 
Winnicott’s (1971) 'good-enough mother', Foulkes (1971) 'matrix'; Mahler's (1975) 
'symbiosis', Klein’s ‘good and bad breast’ (1935-1940). This pervasive maternal focus led 
Ross, in 1979, to highlight the father as “the forgotten parent in the psychoanalytic and 
psychological literature” (p.317)
Yet attachment inspired research has demonstrated that fathers can be equally good at 
interacting, in distinct and complimentary ways, with their children (Balsam, 2008; 
Grossman et al, 2002; Lamb, 1997; Me Bride et al., 2005; NICHD, 2004; Orton, 1987; 
Fleck & Masciadrelli, 2004; Silverstein, 2002; Taylor, 2002). Furthermore, Green (1986) 
suggests that the father is always present in the maternal dyad, through the mother 
(Marks & Lovestone, 1995), an idea that has been evidenced in recent substance misuse 
research (Le Main, 2007). Theoretical ideas such as the combined parental object (an 
internalised representation of both parents and their relationship) also go some way to 
redress this parental imbalance (Bion, 1959). Moreover, recent psychoanalytic literature 
has revitalised the role of the father in psychological well-being, with Lacan’s (1946, 
1966) ‘return to Freud’, and the collective works of Trowell & Etchegoyen (2002).
Over the last decade social scientists have engaged in a process of “essentialising 
fathers”, proposing that “paternal deprivation” (Biller, 1974 p. 14), provides an 
explanation of an array of psychosocial problems (Biller & Kimpton, 1997). The 
constitution of ‘father-absence’ and its impact on psychological development has sparked 
debate extending over four decades. Consequentially authors have come to recognise that 
father involvement exists on a continuum and is typically dependent on an inter-related 
range of extraneous systemic variables (Dunn et al., 2004; Hetherington, 1972; Levy- 
Shift, 1982; Perkins, 2001; Silverstein, 1999).
Meanwhile fathers’ roles are changing and being influenced by gender, economic and 
socio-political frameworks (Mandler, 2001; Matta & Knudson-Martin, 2006). In the 
western world for instance, with the deterioration of a patriarchal society, accompanying 
shifts in social expectations have fostered the new ideal nurturing father who is involved
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in the day to day care of children (Lamb, 1987; LaRossa, 1988; McBride et al., 2005). 
This shift has been reflected in the wider sociopolitical context, with the rise in father 
focused research forums (Marsiglio, 1998) and in UK government initiatives, offering 
extended paternity leave, in an effort to encourage this model of fathering (The Work and 
Families Bill, 2007).
In parallel, research on fathering has expanded in breadth and depth over the last two 
decades (Lamb, 2004; Marsiglio et al., 2000; Matta & Knudson-Martin, 2006). However, 
despite such an enriching body of theoretical and empirical literature elaborating and 
refining conceptual frameworks, gradually elucidating fatherhood, (Palkovitz, 1997; 
Lamb, 2004) the contribution of paternal effects on psychological well-being still remains 
“subordinate to that of the mother” (Ang, 2006 p.79; Phares et al., 2005; Silverstein & 
Phares, 1996; Silverstein, 2002; Zimmerman et al., 2000). Several researchers have also 
highlighted the dearth of attention given to fathers within the emerging family substance 
misuse picture (Bancroft et al., 2002; Copello et al., 2005). Paternal contributions to date 
have largely focused on the compromise of fathering due to parental substance misuse, 
and the generational transmission of substance misuse (Cooke et al., 2004; Edwards et 
al., 2004; McMahon & Rounsaville, 2002; Phares, 1996; Thomberry et al., 2006). 
Quantitative research studies have also suggested an association between father 
involvement and various forms psychosocial difficulties including substance misuse 
(Barnett et al., 1992; Flouri, 2005; Shek, 2001; Steinberg, 2001). Contemporary 
qualitative research, interviewing key informants suggests father unavailability may not 
be an uncommon experience for clients presenting to substance misuse services (Le 
Main, 2007). Yet the ways in which fathers engage with their children and the impact of 
such experiences on psychological well-being remains largely unexamined (Ang, 2006). 
The literature is lacking an empirical and phenomenologically informed understanding of 
the contribution of paternal relationships in the development and maintenance of alcohol 
misuse and general well-being (Deinhart, 1998). This qualitative study has subsequently 
arisen out of the need to develop such an understanding.
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Grounded theory has been adopted in this case, to facilitate an in depth exploration and 
analysis of a diverse range of participants’ experiences and generate a theoretical 
understanding about the role of paternal relationships in the lives of individuals 
presenting with alcohol related difficulties. This approach allows for the individual 
experiences held by people with alcohol related problems, to be explicated and analysed 
at a depth that is much more difficult to achieve using quantitative approaches. In light of 
the dearth of empirical work in the area, the researcher was primarily interested in 
constructing a theory, as opposed to remaining purely phenomenological. Grounded 
theory was applied as it aims to provide a phenomenologically based theory, typically 
used in the counselling professions to understand the personal meaning people attribute to 
their life experiences. It is hoped that the theory will resonate with healthcare 
professionals interested in understanding the experiences of people with alcohol related 
difficulties and the meaning they attribute to their paternal relationship. Grounded theory 
is also recognised as a particularly suitable method for the study of systemic processes 
(Burck, 2005).
The data presented herein are interpreted primarily through the participants’ 
representations. The researcher attempts to adhere to their phenomenological worlds as 
far as possible. Relevant theoretical concepts including (psychodynamic, schema, 
systemic and theories) are used to inform, as oppose to coerce the analysis. Such theories 
have not influenced the analysis in an explicit way but have been invoked in a post hoc 
fashion to enhance the psychological dimensions of the data (Storey et al., 2007). A 
constructivist stance has been adopted throughout (Charmaz, 2006). The researcher 
recognises that the analysis involves a high degree of subjectivity and is shaped by the 
interpretative framework of both each participant and the researcher. The latter, a trainee 
counselling psychologist, currently working in the field of substance misuse, with 
personal experience of substance misuse within the family (see Appendix 13: Personal 
Reflections).
The primary aim of the research is to generate a theoretical understanding of the 
experience and impact of fathers in their lives of people with alcohol related difficulties
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that holds relevance to this real world phenomenon. This will be achieved through the 
detailed, systematic inspection and analysis of rich, unstructured qualitative data. The 
research asks; what is the role of fathers in the lives of alcohol misusing participants, with 
the objective to add to a body of research in the field.
METHOD
Participants
Attempts were made to recruit a sample of participants from voluntary and statutory 
services with a history of alcohol misuse. Potential participants were invited to take part 
in the research by, letter/email circular, introduction from their key worker in statutory 
services, or friends in the voluntary sector. As the analysis developed the principles of 
theoretical sampling were adopted, which state that the researcher may recruit further 
participants as needed to investigate new phenomena emerging from the data. And to 
maximize variation, confirm or disconfirm representations to strengthen the credibility of 
emerging themes to a point of theoretical “saturation”. Saturation in this case was not 
achieved due to the time limitations and constrains of the study (Charmaz, 2006; Glaser 
& Strauss, 1967; Strauss & Corbin, 1998).
Demographic Information
Nine participants were recruited as part of the study. In order to preserve confidentiality 
of the research participants and the services to which they belong, minimal information 
about this sample will be provided. The sample comprised of four females and five males 
with a mean age of 48.5 years (for more specific demographic information refer to table 
1).
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Table 1 Participant Demographics
Participant Age (Yrs) Alcohol Problematic 
(Yrs)
Service
(Yrs)
Involvement Abstinence 
(Yrs)
Ethnicity
Jane 56 10 8 8 White
Susan 50 32 7 7 British
Rebecca 46 16 6.5 6 White European
Valerie 57 23 20 13 British
Ben 31 11 4 4 Irish
Dominic 47 23 7 7 British
Bob 52 10 8 8 Caucasian
Mike 49 6 2 2 White
Gary 67 15 17 27 White
Mean (SD) 48.4 (8) 16.4 (8.9) 7.8 (5.3) 6.9 (3.2)
The Interview
The interview schedule was developed in consultation with a counselling psychologist, 
specialising in substance misuse and modified in line with the results of prior qualitative 
research (Le Main, 2007), The schedule took a bottom-up approach in which participants 
were asked to reflect on and explore family relationships that they identified as salient in 
the aetiology maintenance and management of their alcohol difficulties (refer to 
Appendix 10). Thereafter, participants were invited to consider their father within this 
emerging picture, had this relationship not already been addressed by the participant. The 
participants were simultaneously prompted to offer both their historical and current 
experiences of their family of origin, constructing their own narratives and bringing to the 
researcher’s attention potentially important elements of their phénoménologies, along 
with their own speculations about the salience of their fathers within the context of their 
alcohol use and their wider lives. The interview schedule was modified slightly in light of 
emerging categories and following the principles of theoretical sampling.
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Ethical Considerations
Due to some participants’ status as patients within the National Health Service (NHS) 
Central Office of Research and Ethics Committee (COREC) procedures were followed. 
Approval for this research was granted by both COREC and the University of Surrey 
Ethics Committee and the appropriate NHS Research and Development department (refer 
to Appendix 2, 3 and 4). Given the potentially sensitive nature of the interview the 
researcher met with individual key workers to ensure that potential statutory service 
participants met the abstinence criteria (minimum 3 years) and were psychologically 
robust enough to engage in such an interview without experiencing an undue amount of 
distress. All interviews with statutory service users were arranged when the participants’ 
designated key workers were available for an optional debriefing session. Those 
participating from voluntary services were given details of support services available in 
the local area (Breakwell, 1995). Due to the sensitive nature of the interview topic the 
researcher, a trainee psychologist applied core counselling skills (Rodgers, 1951) 
throughout the interview process, with the aim of establishing good rapport, facilitative of 
cathartic disclosure. This approach also aimed to provide a safe research alliance, to 
allow participants to offer their personal speculations concerning their family of origin 
experiences and alcohol misuse (Coyle & Wright, 1996).
Procedure
Prior to the interview each participant received an information sheet, detailing the 
background of the study, the general areas of interest to be covered within the interview 
and confidentiality procedures. Informed consent was subsequently gained and a basic 
demographic questionnaire completed. The duration of interviews ranged from forty-five 
minutes to an hour and thirty minutes (sample interview refer to Appendix 11). In order 
to establish the credibility of this research, attention was paid to the original data 
throughout to ensure that all interpretations were grounded within participants accounts. 
Data extracts are provided in the results section, allowing the reader to assess the
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persuasiveness of the chosen theoretical categories. Furthermore, all emergent categories 
were checked by the researcher’s supervisor and a method of constant comparison 
adhered to throughout (Charmaz, 2006; Elliott et al., 1999). Overall, this theory offers 
fresh phenomenological insights into the complex relationships between paternal 
experiences and alcohol misuse, relevant to persons with both professional and personal 
an interest in the field (Classer, 1978).
Analvtic Strategy
All interviews were digitally recorded, transcribed verbatim and subjected to a 
constructivist version of grounded theory (Charmaz, 2006). The analysis commenced 
with the researcher familiarising herself with the data. Annotations were placed in the left 
margin detailing any initial concepts, thoughts, and ideas. Thereafter each segment 
(paragraph) of the individual transcripts was numerically referenced and an open coding 
system was applied to ensure that all concepts were grounded within the data. At this 
stage, the researcher tentatively developed labels for numerous concepts that 
encapsulated participants’ meanings, actions and processes that appeared to be potentially 
relevant to the research question. This process was repeated with each transcript. A 
method of constant comparison was adhered to throughout, with continuous cross 
referencing of emerging ideas, conceptual similarities and differences, complimenting 
theoretical sampling techniques to verify, elaborate and expand on the qualitative 
diversity of the analysis. A theoretical memorandum (memo), documenting the process of 
emerging themes, merging, splitting and integration of categories, theoretical reflections 
and links to literature was kept throughout the process to assist in construction of the final 
analysis. Finally, a more focused coding system was applied and further comparisons 
were made between codes to refine and integrate the derived theoretical categories.
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Presentation of Findings
—"----------   bacKgr<
found in the data. Four main categories emerged from the data. Three were chosen 
because they were influential in the process of theory construction and relate specifically 
to participants’ paternal experiences. The fourth, which places the father in the family 
context (Appendix 12), is not outlined herein due to the pragmatic limits of the paper. A 
diagrammatic model is presented to illustrate the concepts derived and their theoretical 
relationships to one and other (Figure 1).
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RESULTS
All names and identifying information have been changed to protect the confidentiality of 
the participants. Ellipsis points are used throughout the verbatim quotations to 
indicate omitted data and information in square brackets has been added for clarification.
Category 1: Father’s “boiling rage”
This category outlines participants’ phenomenological experiences of their father’s overt 
or covert expressions of anger, which they portray as an external locus of control over 
their emotional regulation and that of the entire family atmosphere. Reportedly, in some 
cases, this led participants to develop a traumatic set of expectations of the adult world, 
beyond the confines of the family. This contributed to a sense of entrapment and 
powerlessness that participants managed by utilising resources of their childhood 
surroundings. This offered them consuming methods of distraction and emotional 
regulation. In unison, participants talked of their childhood freedom possessing a time 
limited quality, contributing to a desire in adulthood to return to a more ’‘carefree'''’ state. 
On entering the perceived "’scary world’’ of adulthood, their need for reliable means of 
control over emotional experiences and desire to reclaim the freedom of childhood 
would, for some participants be achieved through the medium of alcohol. However 
alcohol would thereafter lure them into a false sense of security and personal control, 
eventually into a progressive pattern of problematic use.
The following subcategories elaborate further on clients’ experiences of their fathers and 
their perceived impact of this relationship in terms of their problematic alcohol use.
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• Overt or covert threat
Several participants recollected their father’s presence as either being symbolic of 
potential punishment or an embodiment of "boiling ragé". The father therefore 
represented a constant potential threat, or an actual threat in one case. Gary for instance, 
describes his father’s silently symbolic, threat:
“[My] father was a sort o f threat figure, (...) there was a little leather strap that used to 
hand up on the wall, it had my name carved on it (...) seldom if  ever used but that was the 
threat. ” (Gary).
Dominic alternatively experienced his father as embodying intense anger "spending 
hours on the phone shouting (...), boiling with rage”, subtly dominating the mood of the 
family, infiltrating a sense of fear of potential emotional eruption. Dominic explains how 
living in the shadow of the father’s rage within the home provided him with a very 
intimidating perception of what the adult world might hold:
“For me personally (...). I  think it led to a feeling from a young age (...) the sort o f  
physical vision o f somebody you know red in the face and shaking with anger (...) gave a 
perception to me that maybe the outside world, or the grown up world, or the world in 
which I  was being introduced to as a child was quite a scary sort o f place to be. ” 
(Dominic)
In Susan’s case her father’s anger was very overt. She outlines herein how such 
experiences of emotional unpredictability and violence came to dominate the entire 
family atmosphere leaving her unable to enjoy the natural liberation of childhood, 
without the potential threat of her father’s violence:
“The thing about my father was, I  mean he just dominated our lives really because we 
were all just frighten, you know, we grew up very frightened. Although I  mean as soon as 
he went off to work it was like, (...) it was like a different world. Even during the school
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holidays he would be off at work and we would be playing games in the house and 
running about and watching things on the telly, (...) but then as soon as he came in for  
his lunch it was like, it all stopped and you had to just be silent, go up to your room, or sit 
there, very quietly until his lunch hour was over and he was gone and then it, the normal 
stuff started again. ” (Susan)
For both Susan and Dominic the natural carefree quality, typically thought to constitute 
childhood, was experienced as always having a time limited quality and dependence on 
an external agent. In their case the father, who seemingly possessed the power to alter the 
mood of the entire family. Subsequently their emotional regulation was experienced as 
externally located and dependent on their father’s mood.
• I was trapped I wanted to leave but I couldn’t” - “The great escape”
All participants who described difficulties with their father’s expressions of anger in the 
family home depicted a striking and persistent inability to escape the actuality of the 
experience. In an attempt to distract from, or avoid, the reality of such entrapment a 
number of participants reported utilising whatever means was available to them in their 
childhood worlds. Herein they describe making concerted efforts to transcend into the 
fantasy of another universe, in an attempt to regulate the intense emotions evoked. 
Dominic for instance, physically removed himself and went to the garage, preoccupying 
himself with a task that required both manual dexterity and cognitive absorption, 
affording him a more fully engaging form of distraction and emotional regulation:
‘7  would try, sort o f keep out o f it, to keep away from him, ( .. .)!  remember I  use to go in 
the garage a lot as a kid, fiddling with things (...). I  use to go in there an try to make 
things, trying to build a brief case back gammon box and things like that but I  think it 
was sort o f a bit o f escapism that I  wouldn 7 have to be there, I  would be out fiddling 
around in the garage. ” (Dominic)
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Susan vividly described the pleasure afforded to her from studying in a school 
environment, which appeared to serve two combined purposes. Firstly providing her with 
a sense of stability, temporary safety and respite from the chaos and confusion of her 
father’s violence, and secondly offering her a means of transcending her feelings towards 
her father;
“I  loved school (...) because to me school was a haven o f peace and normality and I  
could escape into my books. Even at home I  could go up to my bedroom and just escape 
into my books and study and I  was always there in a way no matter how I  felt about him." 
(Susan)
Regaining a sense of personal control over their emotional experiences through readily 
available and reliable sources, such as literary immersion, or handicrafts offered these 
participants a sense of personal power amidst the uncontrollability and myriad of feelings 
evoked in response to their fathers. For Susan and Dominic removing themselves as far 
as was appropriately possible during childhood resulted in a reinforcing sense of relief, 
predictability and comfort. A function similarly described in the psychoanalytic concept 
of transitional objects, that are thought to offer a child a sense of continuity and stability 
in the face of overwhelming anxiety (Davies & Wallbridge, 1987; Winnicott, 1951).
In adult life participants describe how alcohol, a reliable external agent, offered them a 
combined sense of being both physically removed from distress, due to the effects of 
intoxication and emotionally regulated, albeit temporarily. Susan depicts vividly how 
alcohol in her adult life, became a substitute for her childhood means of distraction, 
allowing her to return transiently to a "care free" state denied of her by her father’s 
presence as the external controller of her emotional world:
"I just loved [alcoholj was like a big sigh, having a drink (...) I  just felt care free. I  just 
felt that I  could cope with just about anything and as a child I  don Y know how I  coped 
apart form you know my escapism in books and all the rest o f it, when I  discovered 
alcohol that was a great escape you know I  could get away from reality." (Susan)
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• The illusion of control
Susan vividly depicts the initial sense of relief emanating from her discovciy that alcohol 
offered an immediate, reliable and readily available means of respite from distress and 
sense of personal control over her affective experiences. However, in adulthood the 
"really powerful knock out drug [ .. .]  that was around the corner, to escape and (...) not 
f e e r  (Rebecca) would offer a provocative false sense of control and power over 
emotional experiences. That would eventually result in the loss of the desired internal 
locus of control and tranquility. The sense of control alcohol initially provided, to 
mediate emotional turmoil and difficult life situations, in participants’ experiences, often 
led to progressive difficulties. Valerie gives her account of this grapple with the luring, 
yet false sense of control, afforded by alcohol:
‘7  always thought I  had a handle on [alcohol] (...). I  knew that once I  started drinking I  
didn V stop but I  didn 7 regard it as a problem, but I  always thought that once I  could see 
that there might be a problem then I  would stop and or course that’s the whole thing with 
being an alcoholic. I  had always kept to this rule, that I  would only drink to celebrate, or 
I  had always had this element o f control, where if  I  was upset, or fed  up, or depressed 
about something I  wouldn 7 drink but that was the turning point. ” (Valerie)
Trauma research suggests that children who are repeatedly subject to situations of 
overwhelming anxiety and powerlessness develop dissociative mechanisms to cope, 
generating a state of “self hypnosis” that allows them to transcend temporarily from the 
actuality of the situation (Mollen, 1996 p.5). Similarly, participants talk of childhood 
attempts to "escap[e], into another life" (Jane). On entering the adult world, with a set of 
traumatic expectations, alcohol is described as a method of "escapism", from difficult 
affective experiences. However, in the long-term participants describe the locus of 
emotional control as being lost to this external agent, rending them powerless once again.
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Category 2: “I used to have you on a pedestal and you just fell off and smashed”
This category outlines many male^ participants’ experiences of a set of implicit, or 
explicit, "unrealistically high" paternal expectations, coupled with a certain pressure to 
live up to and achieve such. For some participants this culminated in a sense of feeling 
constrained, or at least restricted, in their personal choice over important aspects of their 
life "paths" (Mike). A number of participants experienced such pathways being 
envisioned and predetermined by paternal dissatisfaction and a desire to live vicariously 
through them. In response to such, participants either "consciously rebelled", which left 
them trying to manage the resultant pain of paternal disappointment. Alternatively, 
participants described concerted efforts to "make the grade that would have been 
preferable", whilst being plagued by a pervasive sense of "not being good enough" and a 
residual internal "lack o f serenity". Participants talked of using alcohol to mediate the 
disparity between their external and internal worlds. However, eventually problematic 
alcohol use acted to sabotage career progression and thus confirm their perceived 
inability to meet the internalised paternal ideals. In parallel, several participants described 
a mirroring set of idealistic expectations of their fathers, along with the traumatic 
disillusionment resulting from exposure of his human fallibility.
The subcategories detail the phenomenological accounts of such "artificially high 
expectations". Along with some of the most common ways in which participants tried to 
live with the inherent disparity between their external achievements and their experience 
of internal discontent.
• “Artificially high expectations”
Bob’s father was someone who he perceived to hold "a firm belief that what [he] needed 
was a nice blue suit, a conservative symbol o f success”. Bob, like several other
’ Though one female also talked o f her experience her mother’s desire to live vicariously through her, this 
will not be outlined herein, given the research focus but for more details refer to Appendix 12.
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participants, described an eminent career that perhaps met the father’s expectations in an 
external reality. Yet, he continued to experience a residual, internal "lack o f  serenity" and 
inability to be "able to be easy on [himself] or just to be at peace" (Bob). Bob has come 
to the belief, during his recovery, that such arbitrary expectations led him to look for an 
external agent to alleviate this pervasive sense of internal dissatisfaction:
“There was a sense o f artificially high expectations and you say why did I  start using 
booze more, it was because I  felt that I  wasn’t achieving as much as I  could do, I  was 
wasn’t as happy as I  ought to be, I  wasn’t sort o f as successful I  was working in an 
advertising agency and things liké that but I  wasn’t satisfied I  was left with the sense. 
(...). I  should have done more with my life and I sense o f left, very high expectations and 
sort of, and lack o f serenity or sort ofpeace about just being who I  am and that was one 
o f the things that was a sort o f driver for me then, looking for external stuff to fix that. ” 
(Bob)
In Bob’s narrative there seemed to be many additional family dynamics that added 
further weight to these expectations; including his position as the only child in a family 
where his mother had "hopes for other children but experienced an ectopic pregnancy". 
This perhaps left Bob carrying the enormous sense of responsibility for the next 
generation. Combined with this pressure he experienced his father as "anxious, driven 
and dissatisfied" and thereby attempting to live vicariously through his success:
“I  did see it some times that he was trying to live my life for me (...). There was also a 
sense o f (...) precarious living o f my success, my father always use to go on about it and 
it was slightly embarrassing." (Bob)
Bob appears to have selectively internalised his father’s own dissatisfaction, which 
according to schema theory would explain the origins of his unrelenting standards that 
left him plagued by a persistent sense of underachievement (Young, et al., 2003).
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• “Conscious rebellion” and its consequences
In Mike’s case his father’s expectations were experienced as something of an 
unchallenged generational tradition, in the form of a patriarchal family business. As the 
eldest son, Mike talks of his career path being predetermined. In response to such control 
Mike did not conform and instead talked of being liberated in creating his own life 
journey, effectively rebelling against such expectations. However, this resulted in the loss 
of his paternal relationship for almost thirty years thereafter, leaving him to manage the 
burden of paternal disappointment and responsibility for interrupting an intergenerational 
tradition:
“I  was meant to take over the family business. I  was groomed to be third generation, 
because my grandfather started the business and I  was the eldest, so I  was groomed to 
take over (.. ). I  decided I  didn 7 want to do it, really you know he felt that I  had let him 
down and broke his heart and then off I  went and did my own thing, so we haven 7 spoken 
since that day. We didn 7 speak, that was it yeah. The last words were that I  wasn 7 taking 
over the business. I  am the one who let him down, but (...) I  think he has come to realise 
that I  had to make my own path in life. ” (Mike).
Mike interestingly attributes his alcohol misuse to his desire to be independent, liberated 
and free to make choices in life. In psychodynamic terms, this could be construed as an 
unconscious type of rebellion, in response to the constraints of such paternal 
expectations:
“Well my enjoyment o f having fun, and drinking and enjoyment and experimenting with 
alcohol and drugs and being independent and strong headed, (...) I  like to live on the 
edge. ” (Mike)
Several other participants also chose to "consciously rebel" (Bob) against the 
expectations that they felt were bestowed upon them. Bob for instance, never wore a
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blue suit to please his father and Dominic also experimented with working in the 
patriarchal business, but gave this up, much to the disappointment of his father.
• The “Alcoholic Mask”
Though in these two examples Bob and Mike’s paternal expectations appeared to be 
fairly explicit, for Gary such high expectations were experienced more implicitly. Gary 
for example, went to great lengths in his narrative to depict his father’s struggle in the 
post war era to succeed in building his own empire of small businesses. This provided 
him with a paternal role model of "a striver, a do-er”. Gary recounts herein, how his 
father’s diligence became a double edged sword; that on the one hand was useful in 
facilitating his career progression, yet on the other, has resulted in a comparative process 
which to this day leaves him with a residue of underachievement:
“So I  don’t have any great impact from my father other than, you know than absorbing 
some o f his application, I  always feel a bit lazier than my father was that’s because I  
always see myself as a lazy person (...). I  always say I  should be doing an awful lot more 
than I  do. Do you think it came from father that I  didn’t match up to his beliefs or 
ideals? ” (Gary)
In Gary’s case he too engaged in a very "sophisticated" and ostensible career, perhaps in 
an effort to meet the implicit demands of the persistent striver, internalised from his 
father. Yet Gary too, was plagued by a "lack o f self belief and in an attempt to manage 
an inner sense of being "less than", he adopted an "alcoholic mask'. This disguise of the 
"functioning drunk', allowed him to maintain an outside persona of "normalcy", in a very 
demanding career position. This external persona of achievement however masked an 
internal sense of being "less than". Eventually in Gary’s case, his lucrative progress was 
sabotaged by his rising alcohol intake. He recalled how as his career continued to 
progress, his "alcohol consumption clearly increased, not consciously necessarily":
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“We all put on a face, (...) but inside you ’re beginning to start to fa ll apart, you are 
beginning to crumble in little bits, but then at other times its fine but i t ’s always a very 
slow generally downward, but you can’t let that happen to your outside persona, so you 
are conflict. (...). I  was in this conflict where I  had be, I  had to do a big job  with a lot o f  
responsibility and try and maintain it, at the same time, my thirst for alcohol on daily 
basis. ” (Gary)
After living for many years through an exhaustive process of wearing this mask, the 
conflict between his internal experience and external reality could no longer be upheld. 
Gary eventually dropped his mask, to reveal the pains of his internally crumbling world, 
where alcohol acted as internal saboteur (Fairbum, 1952; Rosenfeld, 1971). The dilemma 
of the "functioning drunk\ whereby a competent adult is superimposed, on an internal 
world of turmoil and lack of "self belief, resonates with Mollen’s (1996) taxonomy of 
disturbances of the self. This illusion of self sufficiency may have important implications 
for clinical practice (Refer to discussion).
• "The mountain o f a man crumbling” Paternal idealisation & disillusionment
Many participants similarly held a mirroring set of high paternal expectations. Dominic 
reveals his perception of the ultimate father figure, from the eyes of a small boy:
“Your dad is suppose to be your sun and you ’re moon, (...) the big fella. ” (Dominic)
However, many fathers were experienced as not living up to such ideals, leaving a 
number of participants struggling to manage the pain of paternal disillusionment. Mike 
for instance, describes his inability to tolerate his father’s fall from the pedestal, as his 
alcohol problem became visible:
“I  was in awe o f my dad (...) in awe o f him (...). I  wanted to hit a baseball like him, or I  
wanted to ride a bike like him, or drive a car like him, or I  wanted to be like him and then
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when his alcohol problem became visible that’s when I  decided I  didn’t want to be like 
him (...). I  just lost respect for him. I  hated him being a drunk. (...) because this 
mountain o f a man and all o f a sudden he is drunk and he is crying. ” (Mike)
Jane also talked about the painful transition she made from unadulterated paternal awe, 
when her father made sexual advances towards her. The loss of her idyllic paternal 
relationship was experienced as profound:
“I  idolized my father (...). We had a lovely relationship it really was. I  used to think to 
myself how lucky I  was until then. He was a perfect dad up till then. So I  just try to 
remember the good times now. I ’ve had to move on and not dwell on it. I  had to let it go 
otherwise 1 won’t get well. ” (Jane)
Jane has come to believe that making a concerted effort to restore the perfect father in her 
memory is paramount to her achieving abstinence. For other participants, this 
disillusionment was managed by either extinguishing the father’s existence, or, restoring 
the perfect father to his former pedestal. Rebecca, who lost her father aged six, also 
described constructing a substitute father, in God, who she fantasized as offering her both 
security and protection. Her new father figure was untouchable in his idealised position 
and could never be lost, or fall from his pedestal:
“After my dad died I  do vaguely remember I, that I  did I  did turn to God, I  did turn to 
God (...). I  had to have this really childish view o f it, and that you know God was the 
father figure. ” (Rebecca)
This research suggests that the expectations of children and their fathers may mirror each 
other and present as complex set of projections and introjections (Klein, 1946). Deciding 
where such unfulfilled expectations emanate i.e. if paternal dissatisfaction has been 
projected onto the child, or vice versa, may be of specific interest to psychotherapists. 
Overall, managing paternal disappointment arising from mutually unfulfilled
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expectations is likely to have important implications for therapeutic practice (refer to 
overview).
Category 3: Absent in the father’s eves
This category outlines the range of experiences of father absence, from actual early loss 
through death in childhood, to work, but most strikingly an inability to engage with the 
emotional needs of the participants. Despite many fathers being experienced as 
"intellectually encouraging", the qualities of a "human" (Bob) relationship, including the 
“demonstrative ” nature of such, were perceived as fundamentally lacking (Ben). This left 
many participants with a sense of not knowing their fathers, and thirst for affective 
nurturance in their adult lives. The responses to this identified dearth in paternal 
nourishment included a range of concerted efforts to engage with the father.
The subcategories outlined, detail variations of participants’ phenomenology, father 
absence and attempts to be "noticed by him" (Valerie).
• The “maddening father” & the “complete stranger”
Barriers to the formation of a satisfying "emotional attachmenf with their fathers, was a 
consistent feature of many participants’ narratives. Dominic described his father as not 
knowing "how to relate to children" and therefore not being "available" to him. Valerie 
and Gary struggled to articulate the nature of their paternal relationships, despite their 
fathers’ physical presence. Valerie talked of her father as a "complete stranger", a closed 
man whom she did not "know anything about." And though Gary devoted time to 
reflection on the research topic, prior to the interview he still found it difficult to provide 
a felt sense of his paternal relationship:
“I  have thought about that and I  don’t really know, I  really don 7 know how to. " (Gary)
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Many fathers were depicted as "workaholic" and thereby absent through their 
commitment to a breadwinning role. Many participants felt that this had severely 
compromised their opportunities to form the solid foundations of a paternal relationship: 
“He never featured in (...) my life at all really, he was there, he came in and he went to 
worA:.” (Valerie).
“A lot o f times he would work shifts, so when he wasn’t working he would be sleeping 
and I  remember my mother saying, shoosh be quiet your father is sleeping. ” (Mike)
Many fathers were also experienced as absent through their own, often under 
acknowledged, difficulties with alcohol. For a number of participants their father’s 
alcohol problem was something of a misnomer in the family, the "elephant in the room" 
throughout their childhoods (Dominic). Ben recalls "it didn 7 take a rocket scientist to 
work out he was a bit o f an alcoholic". Overall, many fathers were experienced as 
emotionally impenetrable and unable to really connect to participants’ internal worlds. 
Bob described his father’s attentiveness to his "intellectual side" and inability to connect 
with his "emotional side" resulting in a huge sense of frustration:
“It was maddening (...) the intellectual side, being much stronger than the emotional 
side ” (Bob)
• “A certain hole” Filling the paternal void
All four male participants reflected on a sense of loss arising from a significant dearth in 
father-son bonding activities, that they envisaged would have provided them with 
exclusive time to form a strong paternal bond. Gary describes how his father’s extensive 
work commitments compromised the development of a more satisfying paternal 
relationship:
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“I  somehow feel that he lost out and I  lost out in my early years because (...)my father 
worked very hard and long hours so he never did the sort o f any o f the, sort o f  boy-son, 
boy-father activities. (...) that’s sort o f something I  always felt I  missed out on. ” (Gary)
On reflection Dominic suggests "it might have actually been nice to feel a bit more 
involved and a bit sort o f i t ’s just you and your dad".
Due to such compromises in the father-son relationship, signified by a death in exclusive 
time devoted to the building this attachment and attunement to both the emotional and 
intellectual aspects of their development. Bob talks of the void that was left to be filled:
“My father wasn’t somebody who I  could feel close and bonded to and I  am, yeah 
saddened about that. It left me feeling rather alone because o f that (...). I  really felt the 
sense o f the loss o f there because that was rather cool relationship (...). He just wasn’t a 
warm man to address those things and that did leave a certain sort o f hole. (...)A certain 
hole, so was I  looking for ways to fill that. ” (Bob)
Two of the female participants, alternatively described distinct experiences of not being 
their father’s "favourite", leaving them with a desperate desire to be noticed by him, or an 
alternative male figure. For Valerie, this pattern of seeking the unavailable substitute 
father went on to characterise a "catalogue o f completely disastrous relationships”, in 
which she would continue to go unnoticed, a classic form of object seeking, as 
conceptualised by object relations theoiy. According to this psychoanalytic theory, early 
parental relationships shape the emotional life of the child, forming prototypes for all 
later experiences of connection with others (Fairbum, 1952). Many participants described 
working diligently to gain some praise and validation from their fathers throughout their 
childhood, yet in their experience this was not forthcoming. In adulthood, Susan 
therefore opted for an alternative medium to achieve a connection with father, by 
becoming his drinking companion. Susan suggests that this instigated a pattern of 
progressive misuse:
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“I  use to go out drinking with my father when I  started to drink. (...). I  use to go out 
drinking with my father because it was the only way I  could see to make a connection 
with him. And he was very proud o f the way I  drank as well, cos I  can [laughs], I  knew 
that he was, because I  could drink loads and it didn 7 affect me very badly, for a long, 
long time obviously it is a progressive thing so ”. (Susan)
• Desire to be seen and heard — “the elephant emerges”
For Dominic the desire to experience paternal interest, required more drastic measures, as 
his father’s responsiveness was only felt to be secured in times of acute crisis, which 
generally occurred as a result of his excessive alcohol use:
“He wasn 7 really that interested, but if  I  was ever in any serious trouble with school or, 
the police or whatever, or anything, or financial or something he was a rock you know in 
that way, he was if  you got a crisis on he’s the man. (...). There was always 
consequences o f me drinking too much, always sort o f car crashes, getting arrested, in 
fights. ” (Dominic)
For Dominic, the need to acquire his father’s attention would eventually be crucial to his 
progressive and problematic alcohol misuse. As his physical health seriously deteriorated, 
he experienced his parents as making a concerted effort and joint response to attend to his 
needs:
“The wheels had really started to come off the cart towards the end (...) and my mum and 
my dad sort o f chipped in together and packed me off for treatment (...). They just 
couldn’t watch it go on anymore, (...). The elephant in the kitchen had emerged into the 
fore and they couldn 7 really ignore it any longer ”. (Dominic)
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DISCUSSION
The primary aim research was to generate a theoretical and phenomenologically 
informed, understanding of paternal relationships in the lives of participants with a 
history of alcohol misuse. The inherent objective was to add to a body of research in the 
field. The analysis of nine interviews identified four theoretical categories that offer 
insight into the relationship between alcohol misuse and paternal relationships, as well as 
the wider family context.
According to this localised theory, the father’s contribution to the development and 
maintenance of alcohol misuse, may be mediated in a number of ways (refer to figure 1). 
Firstly, experiences of an angry or threatening father figure in the family home, give rise 
to an external locus of control and a need for a reliable means of emotional regulation 
and/or distraction. This compliments emerging research highlighting the central role of 
fathers in the development of emotional regulation (Parke, 2002). Furthermore, 
participants’ experiences of paternal threat, may contribute to the development of a 
traumatic set of expectations of the adult world and a need to adopt a reliable strategy to 
immerse into a more ^^carejree’’ state. In adulthood, alcohol thereafter offers a false sense 
of agency and reliable distraction. This finding compliments theoretical and empirical 
literature, concerning the salience of fathers in times of transition, particularly the 
negotiation of independence in the adult world (Grossman et al., 2002). This localised 
theory also suggests that experiences of paternal expectations may influence alcohol 
misuse, either as a way of managing perceived paternal disappointment, or as a form of 
unconscious rebellion. Alcohol in some cases, can act as an internal saboteur of the 
father’s introjected “artificially high expectations” (Rosenfeld, 1971).
This research also offers some fresh phenomenological contributions to the body of father 
availability literature that compliments more quantitative approaches to the study of 
father-child relationships and subsequent psychological well-being (Malsiglio et al., 
2000; Palkovitz, 1997). These findings suggest that experiences of paternal emotional 
availability, evokes in some participants, a desire for paternal attachment, that may
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explain the aetiology and maintenance of alcohol misuse, as efforts to achieve a 
connection with the unavailable object (Fairbum, 1952). Overall, this research offers 
health professionals a window into some of the more subtle nuances in family life that 
may be overlooked by more large scale studies. Furthermore, the retrospective nature of 
the participants’ accounts offer some preliminary insights into the development of 
alcohol misuse across lifespan, an area that remains relatively neglected (Schulenberg & 
Maggs, 2008). This research also suggests that parental contributions to the development 
and aetiology of alcohol misuse represent a complex interplay of psychosocial factors 
(Velleman et al., 2005).
Limitations
The most significant limitation of this study is that category saturation cannot be truly 
claimed, given the pragmatic limits of the paper. Future research could continue the 
process of theoretical sampling to achieve category saturation, elaborating, modify and 
refining this theory further. In particular, the experiences of physical absence of the father 
in childhood requires more in depth analysis, as this position is under represented herein. 
The research is taken as a reflection of the participants’ current status of recovery and 
recognition is given to their reflective abilities, partly as a result of the open forums they 
had become accustomed to attending in their recovery process.
Practical Implications
This study also offers some important implications for therapeutic practice. Firstly, many 
participants described their battle with the origins of their locus of control and sensitivity 
to feeling controlled by external forces. It may be useful for health care professionals to 
understand this phenomenon and tailor their interactions to account for such i.e. being 
mindful of the impact of more directive approaches. It may be beneficial for health care 
professionals to make allowances for such individuals to attune the level of personal
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control over their treatment. Furthermore, given that many participants experienced 
paternal relationships imbued with high expectations and intellectual attunement, it is 
likely that such persons as recipients of therapy may be highly sensitive to intellectual 
versus emotion focused approaches the former evoking frustration and the latter perhaps 
being welcomed by some but anxiety provoking for others who are unfamiliar with such 
attuned interpersonal relating.
Furthermore, therapists working with alcohol misuse may benefit from an understanding 
of shame based approaches. As this research suggests that a competent, external façade, 
which masks internal schematic shame based material, relating to an appraisal of falling 
short of the father’s internalised ideals, may form a crucial aspect of any psychological 
approach (Gilbert, 1998). This knowledge may help to assist both clients’ and therapists’ 
to avoid colluding in an avoidance of being shamed, ashamed or “falling from the 
pedestal” (Kaufman, 1989). Finally, this research suggests that managing the dual 
disillusionment, of the self, related to alcohol difficulties and the father may form an 
essential aspect of the recovery process, though further research in this area would be 
welcome.
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Committee 
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Title o f Project: A grounded theory of clients wifls a history o f drug and/or alcohol 
related difficulties, reported experiences of their fathers
Thank you for your submission of the above proposal.
Thé Faculty of Arts and Human Sciences Ethics Committee h as given favourable ethical 
ppinlon.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by tlie Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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Appendix 5: Invitation Circular
Letter of Invitation to Potential Participants
Ms Shelley Le Main
Trainee Counselling Psychologist
University of Surrey
School of Human Sciences
Department of Psychology
Guildford
Surrey
GU2 7XH
Email: s.le-main@surrey.ac.uk 
Tel: 07935959012
Qualitative study of people with a history of alcohol related difficulties, experiences
of their fathers.
Dear Sir/Madam,
I am Counselling Psychologist in training at the University of Surrey currently working 
in an NHS, Substance Misuse Team. I am in the process of carrying out a major research 
project. I am personally very interest in people with alcohol related difficulties, 
relationships with their fathers. This is an area that to date has not been researched by 
psychologists and I personally believe deserves attention so we can begin to understand 
the significance of this relationships in people’s lives and start to understand if, and why 
this might be important and need to be included when thinking about and trying to help 
people who are struggling with alcohol problems.
I am hoping to interview ten people who consider themselves to be in recovery from 
alcohol addiction and given your [link to either voluntary/statutory organisation], I 
wondered if you would like to volunteer your personal experience.
Taking part is entirely voluntary. If you decide to take part you will be asked to sign a 
consent form and complete a basic demographic questionnaire. The main part of the 
research involves participating in a recorded semi-structured interview with myself 
lasting approximately 45-60 minutes. This will focus on your general family relationships 
and particularly the role of your father in your life. The interview can take place at a 
location that is most convenient for you.
The interviews will be digitally recorded and transcribed. The recording and transcript 
will be kept in strict accordance with the Data Protection Act (1998). All tapes will be
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deleted upon completion of the research (September 2008). All of the responses will be 
kept strictly confidential and will be used solely for the purposes of the research. The 
study responses will not be disclosed in any way that will identify you or the voluntary 
group which you belong.
This research is being carried out as part of a practitioner’s doctorate in Counselling 
Psychology and is being supervisor by Dr. Dora Brown, Research Tutor & Dr. Ricardo 
Draghi-Lorenz, Counselling Psychology Course Director within the Psychology Department 
at the University of Surrey.
If you have any further questions about this research project, or you would like to 
participate please to not hesitate to contact me by email: s.le-main@surrev.ac.uk or Tel: 
07935959012. I have also enclosed an information sheet outlining the project in more 
detail. I look forward to hearing from you.
Thank you for your time.
Yours sincerely
Shelley Le Main
Trainee Counselling Psychologist
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Appendix 6: Participant Information Sheet
Participant Information Sheet
Qualitative study of people with a history of alcohol related difficulties, 
experiences of their fathers.
Dear participant,
You are invited being invited to take part in this research study. But before you decide it 
is important for you to understand why the research is being carried out and what it will 
involve. Please take some time to read this information sheet carefully and feel free to 
ask any questions before you make your decision.
What is the purpose of this study?
I am hoping to gain some insight into your early family relationships, particularly with 
your father. This research is being conducted as part of a Doctorate in Psychotherapy 
and Counselling Psychology.
Why have I been chosen?
I am personally interested in hearing about your relationship with your father and how 
you feel this affects all aspects of your life. I am interested in hearing about your own 
ideas on how this might relate to your alcohol use or abstinence.
Do I have to take part?
Taking part in this research is entirely voluntary. If you do decide you would like to 
participate, you will be given this information sheet to keep and asked to sign a consent 
form. If you are a service user of the NHS I will ask your permission to talk to your key 
worker, regarding you well-being and abstinence. You have the right to withdraw at any 
stage of the research process without questions being asked, judgements being made. 
You treatment with the NHS substance misuse services will not be affected in any way 
should you withdraw.
What will happen if you take part?
You will be asked to participate in a recorded interview with one person lasting 
approximately 45-60 minutes. The interview will be semi-structured and will focus on 
your general family relationships and in detail on your past and present relationship with 
your father. Everything that is discussed in the interview will be anonymous. All names 
and anything that could identify you will be removed from the written research report.
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What are the possible benefits of participating?
In psychology we know very little about people’s relationships with their fathers and how 
this may affect many aspects of their lives. I believe that your experience of your own 
father and how this may or may not relate to your alcohol misuse is extremely important 
for many professionals in both the voluntary and statutory services to know. We can then 
think about how this can be introduced into our therapeutic work with people struggling 
with alcohol misuse problems. You will be given the chance here to think about your 
experience of your father throughout your life and voice your ideas about how this 
relationship affects you. You will thereby be contributing to a new area of psychology 
and helping us to identify how we can help people with alcohol misuse problems talk and 
think about their relationship with their fathers when they receive therapy.
What are the possible disadvantages of taking part?
Discussing your family relationships may sensitive for you and could cause you to feel 
distressed. To try and prevent this from happening the researcher will be monitoring your 
psychological state and the interview will be terminated if she believes you are becoming 
distressed. As a participant you also have the right to withdraw at any stage in the 
research, without incurring any penalties.
Will my taking part in the study be kept confidential?
Your interview will be digitally recorded and transcribed. The recording and transcript of 
your interview will be stored in a secured cabinet and kept in strict accordance with the 
Data Protection Act (1998). All tapes will be deleted upon completion of the research 
(September 2008). All of your responses will be kept strictly confidential and will be used 
solely for the purposes of the research. The study responses will not be disclosed in any 
way that will identify you in any presentation or publication.
What will happen to the results of this study?
This study is being conducted as part of Doctorate in Counselling Psychology training, at 
the University of Surrey and is being supervised by Dr. Dora Brown (Research Tutor). 
Upon completion of your interview, it is expected that your transcription will be analysed 
and submitted as part of the course requirement. Direct quotations will be used although 
your anonymity will be preserved, all names and anything that could identify you will be 
removed. You will be sent a summary of the findings at the end of the study if you wish.
If you would like further information about this study or you have any further questions 
please do not hesitate to contact: Shelley Le Main -  s.le-main@surrey.ac.uk
Thank you very much for taking time to consider participating in the study. 
Your participation would be very much appreciated.
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Appendix 7: Participant Demographic Questionnaire
Participant Demographic Questionnaire
Qualitative study of people with a history of alcohol related difficulties, 
experiences of their fathers.
The following information is collected so that the people who read the final report can 
know some details about the people who have taken part in this study. However none of 
this information will be used to identify you, as this research is completely confidential.
5. Are you male female
6. How old are you?
7. How would you describe your ethnicity?
8. How long have you had an alcohol problem?
9. Please summarise your previous voluntary and statutory treatment to date?
10. How long have you been abstinent?
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Appendix 8: Consent to Liaison with Key Worker
Participant Consent Form
Qualitative study of people with a history of alcohol related difficulties, 
experiences of their fathers.
• I the undersigned voluntarily agree for the researcher (Shelley Le Main) to talk 
with my key worker about my current period of abstinence and psychological 
well-being.
Name of Volunteer [Block Capitals]................ ..... ............................
Signed ..................................
Date ..................................
Name of Researcher [Block Capitals] SHELLEY LE MAIN 
Signed ..................................
Date ..................................
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Appendix 9: Participant Consent Form
Participant Consent Form
Qualitative study of people with a history of alcohol related difficulties, 
experiences of their fathers.
I the undersigned voluntarily agree to take part in the above study and for the 
researcher (Shelley Le Main).
I have read and understood the Information Sheet provided. I have been given a 
full explanation by the researcher (Shelley Le Main) of the nature, purpose, 
location and likely duration of the study and of what I will be expected to do. I 
have been given the opportunity to ask questions on all aspects of the study and 
have understood the advice and information given as a result.
I understand that all personal data relating to volunteers is held and processed 
in the strictest confidence, and in accordance with the Data Protection Act 
(1998). I agree that will not restrict the use of direct quotations from the interview, 
on the understanding that personal anonymity will be preserved.
I understand that I am free to withdraw from the study at any time without 
needing to justify my decision.
I confirm that I have read and understood the above and freely consent to 
participating in this study. I have been given adequate time to consider my 
participation and agree to comply with the instructions and restrictions of this 
study.
Name of Volunteer [Block Capitals]
Signed
Date
Name of Researcher [Block Capitals] SHELLEY LE MAIN 
Signed ..................................
Date
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Appendix 10: Interview Schedule
Interview Schedule
Qualitative study of people with a history of alcohol related difficulties, 
experiences of their fathers.
1. To start with would you mind telling me a bit about your family?
• Thinking o f the range o f family relationships that you’ve talked about which ones 
would you say are the most important to you?
• And what is it about the relationship with [named significant other] that is so 
significant to you?
• Is there anything else about the [identified significant other] that makes this 
relationship so central to you?
2. [If the participant has not already addressed this:] I wonder if we could 
begin to think specifically about your father and how this relationship is for 
you?
• Prompts: nature o f these reported relationships in terms o f absence and 
presence, closeness and distance, support and lack o f support, 
violence/aggression etc
3. Would you say that this particular relationship has influenced you? How? 
So how do you feel this has affected your life?
• Probe for commonalties in client talk concerning the role o f fathers in the 
development, maintenance and alleviation o f substance misuse problems, 
together with specific examples
4. Do you feel that your mother and father have an involvement in your life, 
and in what way?
5. I was wondering if you have anything else that we haven’t already talked 
about today, that you would like to talk about or expand on further?
Standard prompts and probes:
• Could you say a bit more about that?
• Could you give me an example?
• What makes you say that?
• Why do you think that is?
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Appendix 11: Example Interview Transcript (Bob)
So thank you again really, I just wanted to being really generally and ask you about you 
family relationships, I am talking here about your family of origin relationships, if you 
could just tell a little bit about them...
Yeah, well both of my parents are dead now, 1 was brought up in 1 was bom in Gloucester, but I 
was mostly brought up in Cardiff, South Wales. My father was a teacher, primary school teacher 
and my mother was a midwife, who then became a nursing administrator and worked for the 
midwifery service in Wales. So she was probably the higher powered of the two in some respects. 
While I’ve had different views of what my relation, 1 was an only child, they had, had hopes of 
other children, but my mother had an eptopic pregnancy after me and that made her unable to 
have any more children, so it’s just me and them. I had quiet a wide extended family, but no that 
close, they were mostly up in the welsh valleys and to some extent my parents were of that 
generation who had moved out of the working class, to the middle class, so they while the kept 
those relationships up, they also wanted to be a bit distant fi*om that, so that was an interesting 
dynamic there, erm.. ..what else to say about them. My relationship with them on the whole was 
reasonably good, erm in sort of adolescents erm it was pretty rebellious, especially with my 
father. When my mother went away she had to do a conference tour in the states for about 3 
weeks when I was sixteen and my father and I didn’t really get on at all without her mediating 
influence there, we started arguing a lot, but there was nothing too bad. I mean I was a rebellious 
child, I took drugs, probably the most rebellious thing I did was I ended up having a girlfriend 
who had been the daughter of a girl, women who had been a girlfriend of my father’s that 
bizarrely when he as young up in the welsh valleys and he was very unhappy about this apart 
from the fact, she was also a teacher, her husband was a university lecturer, that’s my girlfriend’s 
parents, but they there was something weird about that, so the were, he was particularly hostile to 
me going out with this girl. There was they weren’t particularly relaxed about me having sort of, 
you know girlfriends anyway. They were not absolutely complimentary of it, but it was a slightly 
odd thing and in some ways it was like controlling and in other ways they were very encouraging 
of me and wanted the best for me.
So there is two dynamics, one is slightly controlling and the other is wanting you to develop, 
can you say a bit more about he slightly controlling and then will go onto the other side, so 
we can get an understanding of what it was like really . ..
Well I think the control came out of having quite rigid views of what success meant in the world 
which came out of their own anxiety to get out of there, to get way from their backgrounds, I 
mean my mother came from a family of ten and my father form a family of three, they both my 
grandfathers were miners, and their view was this was the best state of affairs the war had given 
them both an opportunity to go into the armed forces to learn new skills and make something of 
themselves and they were very keen that I should continue that progression, so it was the 
controlling came out of the belief that you needed to fight quiet hard to be quiet careful about 
what you did, who you associated with, what you even let people know about yourself in order to 
get on in the world, so there was a certain element of secrecy about that as well. I mean father for 
example would right letters to the local newspaper complaining about things, in a false name and 
this is a family joke, because he always uses the same name and some poor bugger is having his 
name taken in vein, he regularly got them published because they were often very good letters but
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he wasn’t able to put his own name to his opinions there and he would sort of defend this saying, 
oh well you never know what sort of come back there might be it was only complaints about 
traffic lights, we weren’t living Poland, so there was a slight sort of oddness, weirdness about 
that, the, controlling again came through in the sense of who would and who wouldn’t be and 
appropriate girlfriend for me to have
Ok....
In other respects they were very encouraging of me doing things, I mean when I was IVyears I 
and two friends went away on a inter-rail pass to go around Europe for 5 weeks, which was, I 
mean now having a 19year old and 16year old dad a younger child I can appreciate how anxious 
that must have made them and this is 30 plus years ago when I was even less common
Yeah,
So they were encouraging of that so in one sense there was a sense of encouragement, liberality, 
or openness to new experiences, and pushing me to try things then again the following yeah I 
applied to university and ended up getting a place at Oxford and they have argued, or suggested 
to me that I did something that was almost unheard of then which was to defer it for a year and an 
half, so I could travel, have a gap year, which again is common now but was very uncommon 
then,
I can imagine yeah,
but it was brilliant and I ended up traveling over land to Australia and working there for some 
time, traveling there for a year, I had a great time and I hardly having any contact with them at all 
I just disappeared off and it must have been worrying for them, this is before the days of the 
emails and the mobile phones, sort of thing
So no contact?
So I mean literally didn’t talk to them from the time I left England to the time I got back 15 
months later, so I sent a few letters but they took time to get there, so the were able to do that and 
let go in some respects but they were able to be quite controlling, erm what else do you want to 
know about them?
I guess I have got quite a good picture from what you have said there and you have given 
me some examples of how you have experienced the freedom to explore and 
perhaps the controlling side, you said that the controlling side was more in terms of your 
choice of girlfriends and more about maintaining a certain standard in the way that you 
were to be perceived outside the family...
Yes, for example my father had a firm belief that what I needed was a nice blue suit, which has 
persisted more or less, until his dying day and he keeps saying I will get you, you know what you 
need is a blue suit and I went to work in advertising and things like that and I am quite happy to 
dress myself by the age of 25,or whatever but every time we met, there would be a conversation 
about have you got a nice blue suit yet.
And his meaning of blue suit....
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Was sort of a conservative symbol of success, whatever 
And I wonder how you experienced that?
Well I found it by that stage I found it amusing, but erm I was actually joking about it with my 
wife, er sort of last weekend, she was saying you miserable bugger, you should have got a blue 
suit it would have made him happy, but its not become, by then it was not such a big deal, but at 
15 or 17 these things were quite a big deal, but it was about outward perceptions, rather then. 
Inward values were less important, then in a sense there was condoning of dishonesty, such as 
witnessing false names in the paper, there a sense of there is ok to do things if you don’t get 
caught. I was a chorister in the Cathedral and yes I was sent the to Sunday school in a Baptist 
church, which being sort of brought up in Wales there was a certain dissonance between the 
culture there
Yeah
And I said well you shouldn’t talk about the Cathedral thing at the Baptist because they might’nt 
like it, so I was sort of encouraged at he age of 9 to be at another place under false pretences
Right,
And equally there was an unwillingness to enter into a discussion about thing that I would now 
routinely talk about with my children. I have open conversations with them about drugs or sex 
depending on age appropriateness whatever not nag them, what my daughter is doing or not doing 
with her boyfriend, but have concerns about that (?). They were very inhibited about talking 
about such things, and so in that sense I think that was partly a function of the time but it was 
compared with my friend families, and I to be fair had friends who were university professors, 
another was the conductor of the Welsh symphony orchestra, so they were quite liberal families 
they weren’t, average but by comparison with them my parents had this stultifying sort of middle 
class, sort of puritan approach to life. So I myself developed a culture of keeping as much from 
them as possible.
Keeping as much from your parents as possible?
Yeah, my own life private from them
And you understood that as them being rather more conservative than the time would have 
suggested? What did you understand by that....
Well I saw them as being rather judgmental. I mean my mother was a midwife so part of her 
judgementalism would come in the discussion about the sort of the girls they would go to it was 
called the mother and babies houses, where the single mothers would go to have their children 
and then they would be given up for adoption and her comments would indicate her massive 
disapproval of this but she as very, very hostile toward them and I mean I guess there are 
unresolved issues there too, but hostile towards them and their ability to have kids, which must 
have been upsetting to her, given that she was unable too but I didn’t understand that until a lot 
later and again I mean there was a bit of that who sort of that doctor, client thing there, I mean 
she worked alongside doctors a lot and there was a tendency to see these sort feckless women as 
sort of less, ort of human than sort of less, to about that kind of thing in your own, only much 
later did I find out that there were sort of illegitimate children in my family. My aunt, one of my 
aunts, who I had been quite fond of (who been treated fondly) had given up a child for adoption.
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sort of early in her early life and I didn’t find out about that until 20 years after her funeral, but I 
am sure. I also know that there is an awful lot of families like that, with such secrets (laughs)
Yes, and there is something about that generation and the culture of secrecy as well. 
Thinking more specifically now about your father, how would you I know that both of your 
parents have passed away now but how would you describe that relationship, if I asked you 
to kind of think about that?
It was (pause) it was less warm than that with my mother, erm it in some ways my mother way 
the more sort of present and even authoritative figure but she as also the one who was the peace 
maker in the family there is an interesting tension there, because he, he felt a certain resentment, 
he was a junior school teacher, he had never got to be a head or anything like that and he felt he 
had not been as successful as she had been, whereas she was quite successfully and ended up 
earning more money than him. He worked shorter hours and would often be the one who got 
home first and so my role, my role model for, or my experience of a mother was a mother who 
was working all through my life, and who was doing well at what she did and was obviously 
skilled at doing it and manage to juggle sort of that and home life and it was also the more present 
carer .My father (pause) my father was an intellectually encouraging, but I wasn’t emotionally 
close to him. he would do things that really I, I was erm I in to doing lets say economics A-level 
then he would make an effort to read up in that and do notes of books. I then went on to read, 
philosophy, politics and economics at university and he took an interest in philosophy and would 
send these sort of notes ad observations about Descartes and in some ways intellectually he was 
there, and a lot of what he did was good research and it was nice that he was sort of you know 
there in that way, but I did see it some times that he was trying to live my life for me but it was 
about the intellectual life rather than the human life
Emotional and human.
So my model of how to be as a man wasn’t as much from him, as from I guess sort of other 
fathers that I sort of knew yes who were in my circle of acquaintance offered me more of a 
guidance as to be the sort of father I would like to be. When I then grew up and decided I wanted 
to get married and have my own children I was fairly firmly resolved not to be the kind of parents 
they had been, I also think that they didn’t do such a bad job as I would have said, say ten or 
fifteen years ago when I blamed a lot on them
Ok
But at that time there was a conscious sense of I don’t like this model of parenting and I don’t like 
this model of being a father, quite interfering and claustrophobic rather than a role model of a 
father that you can admire and look up to
Yes, so you found it interfering and claustrophobic, you also said something earlier about 
your father, almost living your life for you, could you say a bit more about how you, or give 
an example of how you kind of found that?
How he did it, or how I felt about it?
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Yeah how you felt about it, and how it came across to you, a specific example of something 
that he might do that you found he was trying to live through you almost
Well with things like studies, I wanted I ended up rather interestingly as a radio amateur, I built 
radios
Sorry a radio?
A radio amateur, and when I was about this was when I was about 12, 13, 14,1 built sort of you 
know radios and the like and on the one hand they were very encouraging about this, they took 
me along to an evening course at collage and I ended up being the youngest qualified radio 
amateur in the country and I did quite a lot with that for a few years, but I got bored of that, but 
he revived his interest in Morse code and I wanted this to be my thing and nothing to do with 
them, but he wanted to also leam Morse code so he and I could do these things together and that 
was a sort of too claustrophobic, I thought no this was my thing. So that would be an example of 
that. But from my point of view you could see, it was hard to be too angry because you could see 
it was well meaning, but it was just, a bit sort of, a bit sort of close to my life and too interfering 
and not letting me get on with my own stuff
And it sounds like you were trying to have something that was almost just for you and it 
almost felt like intrusive, you said claustrophobic before
I mean another example would be you know now, one of my daughters is into ski racing, she is in 
the inter schools and I am a pretty good, reasonable skier and that’s partly one of the reasons she 
is in to it, but yeah she is said a few times well do you want to try doing this slalom course, or 
even going in for events and I know other people’s parents who have also gone into, its called the 
masters, and I have consciously avoided that and though no this is her thing, I don’t want to go 
there, I might even be better at it, that’s extraordinarily unlikely because she is very good but 
that’s is would be in any case, treading on her toes, and so I am sort of consciously staying back 
from that, saying that I am happy to go skiing with you but I am not going to do slalom
So you’re almost fiudiug a Hue where you feel that you are uot goiug to tread ou her 
iudividual....
But it seems to me normal to have that kind of line, of saying that this is your stuff and this is my 
stuff and I will come over here and help you with it, if you want me to.
Ok
Do I get a sense that you felt that it wasn’t invited?
No it was sort of fuzzy boundaries, it wasn’t invited and there was also a sense of a came from a 
working class family, my parents were brought up in miners houses and I ended up going to 
Oxford and there was a sense of precarious living of my success through them, my father always 
use to go on about it and it was slightly embarrassing. I can understand why he did that, but again 
it was I did that yes, you know stop showing off about it and they would sort of get a college pack
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and have one up on my wall when I got home, in my home back in Cardiff when I would go back 
over vacation time. If I want to do that that’s fine, but really you don’t need to do that for me
How do you thiuk that affected you?
I am not sure I’ve spent some time in recovery thinking about the extent to which family 
relationships drove my alcohol abuse and was it wasn’t really a major factor and I don’t know 
how familiar you are with the program but there is this whole thing about the 12 steps, well four 
and five is sort of doing sort of moral inventory of going through all the things that have 
happened to people and particularly any resentments you have and there is a theory within AA, 
that resentments are one of the things that drive people to drink, drugs, whatever and that’s what 
can lead people to relapse and that’s why its important to deal with your resentments and not 
allow them to live with you all your life
Yeah
And so I have had to spend some time introspecting about that. The first time I sort of did this 
process I identified quite a lot of resentment at, in particular at my father and this controllingness 
and this, it was like it was easy for me to blame him. I then did the same process about three or 
four years afterwards when I was still in recovery, and perhaps had a better view on it and I was 
much less willing to blame my father then, so while these things were irritating me I don’t recall 
in my twenties, before this became an issue, before alcohol became a problem, I don’t recall 
going through my twenties feeling majorly damaged, and the other thing I suppose is that to put it 
into context and listening to other people’s stories, in the room, at AA meetings and hearing the 
extent to which really abusive stuff damaged them, I don’t know, there was irritations but show 
me a family where parents don’t irritate their children, so my verdict on it today is that I can talk 
about it today but if you ask me honestly to say the extent to which it was a major driver on my 
subsequent alcohol use I think it was a very trivial one, it was maybe an excuse but you know I 
wasn’t into, you sort of while there were times in my teens that I would drink too much that 
wasn’t linked to particular parental stuff.
Ok
And I went until I was about 35 before I was coming into remission, by which time my father was 
pretty much dead, so I cant as I know other people can link stuff I cant honesty put my hand up 
and say I can see this as being a driver, but I can also see it was being if I was in self pitting 
mode, it’s all other people’s fault, the reason my life hasn’t worked out better is because of X,Y, 
and Z then my relationships with women would be screwed up then I could point to them and say 
well they were a bit weird here and I would be more inclined to blame my father than my mother 
for that
Are you ok talking a bit about the resentments, do you feel ok to say a bit more about the 
resentment that you felt towards?
Yeah, well I mean one particular resentment was the, yeah the suit or the sort of going about my 
college that doesn’t matter so much if there was one frustrating to me that I look back upon and 
miss was having more relaxed family attitude towards my sort, you know of building 
relationships with girls and I actually think yeah that that was the
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hurtful thing in retrospect. I was actually quite fortunate that my girlfriend’s family were very 
warm, welcoming towards me and I went out with her for 3, or 4 years when I was fifteen to 
eighteen, until I went off traveling around the world, she was the year above me, she as first year 
sixth, and she went on to University and I use to go up to visit her in University and stay with her, 
it was a very normal well adjusted relationship and so that all good. And not just that the 
relationship with her parents, they were able to understand much more why my things towards 
my family were so strange my family. Her mum would sort of make a joke about it and also let it 
go. They undoubtedly mean they undoubtedly knew we were having sex, and they stayed out of 
the way, but I would spend time there. Whereas my parents were very neurotic about what we 
might be doing and sort of my view was the best thing to do is don’t ask, don’t tell, they didn’t 
ask, so I wouldn’t tell. So I would just sort of say I am going out with friends. At the weekends I 
was going away to university with her and not saying where I was going, when I was in the upper 
sixth and at the time that was that was only because they had been so bizarre about their attitude 
to the relationship and even at the time I had friends who, either much worse, or in very screwed 
up ways and I had a regular girlfriend, being very responsible and we loved each other, its great 
for both of us, we are encouraging each other in our studies, this is like something in the movies I 
am going to be happy, they should be happy for me rather than something to be ashamed about 
so that is the probably the area that I feel the resentment that they could have handled that much 
better and that would have been much better. I mean it didn’t screw up my relationship with 
women, which was fine and continued to be, but what it did screw up was my relationship with 
my parents that I wasn’t able to confide in them about an important area of my life.
Yeah, yeah what was your understanding of it? Understanding of why perhaps they why 
they found that so difficult? Have you come to an understanding of it? Or is it still 
something?
Did I spend a lot of time introspecting about it? I think my view was its probably because they, 
my mother’s neurotic about (murmuring) me going with this girlfriend, it has almost become her 
single view of it she had become quite jaundice about her view of sexual relationships, it was the 
sixties but the summer of love hadn’t really hit Cardiff yet, but I think there were other driver 
factors for her to do with the inability to have anymore children. I go to know her much better 
later on in life but that isn’t part of this story, and from his point of view it as more about it was 
an extreme example of trying to cut himself off from things. This girl and her parents’ erm where 
sort of an example of the past that I should be trying to leave behind and it would hold me back
I see
So, they wanted me not be sort of distracted from achieving my true potential. And on top of that 
it also felt when I look back years, what unwelcome indiscretions in the past of my father that we 
never really got to the bottom of,
I see ok.
So those would be the explanation and I was sort of aware of that at the time 
You were aware at the time....
But I wasn’t necessarily as forgiving about it then as I was about it now, I was just frustrated 
about it then, as a teenagers you think my parents are really weird about this, so you just shut it
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out, you don’t really process it, I will not tell them what I am doing, I will just get on with it and 
make my own calls, then thinking like later on I was resentful about the fact that it had got in the 
way of us having a real family relationship
You felt hat I that got in the way for many years, or
Yeah, I mean they, they continued to be judgmental about who I was going out with, I ended up 
living with one of them, for 6, or 8 years probably from the end of university few to my first 
couple of jobs in London, I bought a house with her, erm but I was living with her and the 
intension was to get married and they knew her and they didn’t really approve o her and, but so 
there was again there was a sense of nothing being quite right, it was a bit like being Jewish really 
but without the sort of any of the social benefits and...
A bit like being Jewish did you say?
Yeah, you know like the archetypal Jewish mother, you know sort of nobody is good enough for 
my boy, and then, I mean I sort of occurred to be often actually a sort of middle class sort of 
welsh are sort of very like the Jewish friend really in there whole attitude toward these things, 
anyway that’s by the by that’s also because I was listening to Julian Barrs on the radio this 
morning as I was driving here and he was talking about his relationship with his parents at the 
time of their death, erm so, that they didn’t particularly approve of that I then ended up getting 
engage to somebody else who I worked with, who’s this American heiress from a very sort of 
fancy daughter if a revolution family, you know, who they absolutely adored, because she was 
from a good American family, her grandfather had invented bucks fizz, he was one of the 
signatories for the American declaration of independence anyway but that didn’t work out, so 
they were devastated so I then ended up getting engaged and did marry the woman I subsequently 
did get married to, who had already had children by an early marriage, which they hated and for 
years they sort of wouldn’t forgive me for this, because again she was beneath me and so there 
was an ongoing strand of judgementalism and interference about my sort of romantic, sexual and 
married life, whatever which continued and eventually they sort of got to grips with it and sort of 
recognised that the two of us were happy together but one of the big drivers that we want to try 
and bring some kind of focus, to say what did it do. It left me feeling less good about my choices, 
or feeling that I had to be defensive about them rather than my choices being ok in their own 
right, simply because that, I think they were pretty good choices looking back on them I was 
happy and some stuff didn’t work out but. That’s what goes on and
How do you, do you make any connections with how your alcohol use developed with the 
family, or do you, you said you went through that period of introspection, where there was a 
lot of kind of giving up the resentments and the blaming, did you make any links in your 
own mind about how and why it might be related, or not related?
I, I think that thee, the main, if there are any links and you will undoubtedly find people, for 
whom there are much stronger drivers in families, about this, there was a sense of artificially high 
expectations and you say why did I start using booze more, it was because I felt that I wasn’t 
achieving as much as I could do, I was wasn’t as happy as I ought to be, I wasn’t sort of as 
successful, I was working in an advertising agency and things like that but I wasn’t satisfied I was 
left with the sense
There must be something more perhaps....
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Very high expectations, I should have done more with my life and I sense of left, very high 
expectations and sort of erm, and lack of serenity or sort of peace about just being who I am and 
that was one of the things that was a sort of driver for me then, looking for external stuff to sort of 
fix that
Yes
That’s the period when the sort of thee marriage was hard work, or it was not as happy as it is 
today, or in the begining and work was hard work a whole variety of things and in the context of 
all of that it was easier to then look for something to shut the pain out? So the sort of, I mean I 
think the sort of those always there is a chemical issue, sort of alcohol intolerance you the extent 
to which you will be triggered and you want to carry on drinking, but I think that can remain 
latent forever of it hadn’t been for a lot of other stuff that was also making me a lot less happy 
with my life, so it, I mean you have got a problem which is, I have actually, because the whole 
program is all about trying to back responsibility for oneself I mean I am sort of perhaps 
minimizing these things and saying they were there but at the end of the day it was my choice too, 
because its now my choice to see it a different way, not as other people’s problem. I mean if you 
talk to somebody who is still using you might get a quite different perspective and I am sure if 
you had talked to me ten years ago I would have said yeah it was all my parents fault they have 
driven me to this and I would have believed that sincerely
And in what sense, if I take you back ten years almost, in what sense to you feel, I guess I 
am looking at, you know almost if you put it blatantly who was to blame mum or dad, 
because I am wondering where the high expectations, where they came from mum or 
whether they came from dad or whether it was a combination?
Pause, I think it was more from my father, my father was the one who was more anxious and 
driven and dissatisfied. My mother actually did achieve you know reasonably high sort of things 
in her life, considering her qualifications and she could probably have done more if she wanted to 
but she didn’t and she was quite happy with that and she maintained good relationships with 
friends up until she died two years ago aged, 82 and yeah right until the end she was there for a 
lot of other people with a wide circle of friends. My father was much less sociable and outgoing 
he was sort of more the resentful sort of chippy, sort of life is tough and you’ve been given a bad 
hand and so as I say which one sort of gave me the model of being never able to sort of be easy 
on yourself or to just be at peace with where you are now, or the friends you have now, or the 
family you’ve got now. I’d say it’s more about him, than about her he was the one who tended to 
? hide me, he was much less close in his relationships with his family, whereas my mother was 
there continually for her family and would up to the valleys and sort of single, unmarried mother 
who needed a lot of looking after, there was a sort of ill sister, you know she was there for them 
much more regularly, not just because she was the woman, but it was in her nature, she was not 
shutting herself off from that either and I have next to no contact with my father’s family now, 
there a pretty weird bunch anyway to be fair
A pretty..
A pretty weird bunch anyway
Ok the other thing I was just going ask you, just as we cone towards the end, is that you said 
at the beginning that you felt that although your father was there intellectually, that
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emotionally there was almost something absent about him, could you tell me a bit more 
about that if you feel ok to, how you would sort of describe it?
Well, he wasn’t very tactile and close I never really saw him erm, being particularly passionate 
with my mother, I mean like most kids its hard to imagine your parents having sex but they didn’t 
really touch or embrace of anything, its hard to imagine that if there was one then it was kept well 
out of my way. He wasn’t particularly romantic or given to gestures the obvious gestures sort of 
showing emotional feelings. He was he was keen on Rugby and coached kids in rugby, as we 
were in Wales, and he would have been happy with the results last Saturday, but yeah that was 
the closest he came to kind of any emotion attachment. I mean I would go along to the Rugby and 
that was our sort of bonding thing and he would get excited about what was going on with the 
Cardiff game, or the international but whereas afterward the other people would be happy and 
sort of relaxed and have a good time what he would often do, is say, well what we ought do is 
leave a couple of minutes before the end otherwise we will get caught in the rush and so there 
was you know you want to be there, you want see this when it finishes, whether it was a theatre 
production, or a match, you want to be there right through to the final curtain, feeling a part of it, 
he wanted to have done the thing of being there but then practical side would kick in and he 
would say, well if we get away early, nobody else will do that and we wont get stuck in the car 
park, it was maddening
Ok.... it was ...
It was maddening behaviour but to me is demonstrated a sense of the intellectual side, being 
much stronger than the emotional side, he wasn’t able to relax and enjoy and be in the moment
Yeah, interesting and how do you think that affected you
Well I consciously rebelled against it, I don’t want to be like that and I think that there is a certain 
amount of learned behaviour, but given what I do now I am reasonably alert for it and I look out 
for it in myself and my wife, obviously knew my father before he died and would also say to me, 
her father is an absolute monster, by the way and I will say to her you know your father.
Was...a?
Her father is a monster, through life and either of us can say, look you are being like your parents, 
and particularly your father on this and we find that a very useful reminder of these traits coming 
out in use and we sort of what to for that in each other, though it’s not welcome in the time, its 
one of the few things we can remind each other about because we both so don’t want to be like 
that but it’s a useful reminder that we might be being a certain way.
You said something earlier about how you are really aware of not treading on your 
daughter’s toes or doing anything that you found quite intrusive in your own experience. I 
wonder if there is anything else id you wanted to add today, that we haven’t already 
discussed?
I think, what I will say is that I found it hard to love my father when he was alive, he wasn’t very 
loveable, my mother was sort of more you know more lovable and in any case she sort of lived a 
lot longer, so you probably always have a closer relationship. My father wasn’t somebody who I 
could feel close and bonded to and I am, yeah saddened about that it left me feeling rather alone 
because of that, I was an only child anyway and one of the things it left me feeling that I was
261
determined not to have just one child myself, but also to have a much more normal with my own 
children, both my son and my two daughters because I really felt the sense of the loss of there 
because of that was rather cool relationship and there may have been, I am sure there he did love 
me, he was very proud of a lot of things I did but it just wasn’t there in everyday life, is just 
wasn’t a warm relationship, he just wasn’t a warm man to address those things and that did leave 
a certain sort of hole?
A certain....
A certain hole, so was I looking for ways to fill that, yes probably, and I found other ways to sort 
of move on fi"om that now, but I don’t think, I don’t think any of that is enough in its own right to 
explain what subsequently happened but I am sure those things didn’t really help. I think there’s a 
sort of combination of a number of factors I have been thinking a bit this myself. There is this sort 
of controlling element, which in a sense is the most dominant one and at any point I would look 
back on, that was so irritating I hated the way they did that, it was controlling aspect, there was 
the, the almost puritanical aspect the lack of warmth and lack of this is what normal people do ,its 
ok this its ok it’s good that your children are having boyfi*iends and girlfriends and whatever this 
inherent judgementalism in that the idea that there is something, it fits alongside the control this 
sense of almost a sort of shying away fi-om, or repulsion about things, like sort of like having sex 
and then we’ve got another aspect which sits alongside the general coolness the lack of warmth, 
which is manifest in the lack of tactile stuff you know. I mean we could watch Morcambe and 
Wise, together as a family and laugh but we were not laughing together.
It felt like separate individuals in a room almost
Yes so those are the very keys strands.
Ok that’s interesting and I feel like I have got, usually at the end I ask about you know 
mother and father in comparison but I think I have got a good idea, from the way that you 
have talked throughout of how you see them separately and together really. Is there any 
further you wanted to add?
Nothing that comes to me at the moment, why don’t you if you come up with any further 
questions email me and I will give you an answer back
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Appendix 12: Theoretical Category Card 4: Father in the Family 
Overview
This category acknowledges the fact that the father belongs to a family system and cannot be 
truly represented or abstracted from such (Matta & Knudson, 2006). Given the pragmatic limits 
of this paper this introduction provides the reader with a brief outline of some of the main 
phenomenological points raised by participants pertaining to the family unit as an entirety in an 
effort to contextualize the role of the father within the family system. Overall most participants 
spoke of a lack of family cohesion, of restricted dialogues about sensitive, yet important aspects 
of family life and a sense that their needs for containment, safety, attuned and predictable care 
were not always met satisfactorily by either or neither parent and a sense of being burdened by a 
weight of responsibility that was disproportional to that expected in the realms of typical child 
development.
• Experiences of The Mother
Experience of an over controlling mother that (Jane) wishes to rebel against 
Mother as mediating influence (Bob)
Participant talked of feeling ''''feeling helpless as a kid” and living in constant terror of loosing her 
mother, her only primary caregiver due to father’s death (Rebecca)
Mother’s mood perceived as the controller of the family atmosphere with the power to turn a 
dream into a nightmare, very quickly thus participant would spend much time in anxious 
anticipation, wish to escape the inevitable (Valerie)
• The Juxtaposition of Mothers and Fathers
Father experienced as powerless in relation to the dominant mother figure 
Relationship with father measured/juxtaposed with maternal (Bob, Mike)
Turning to the mother, considering her as primary caregiver due to father’s absence due to work 
commitments (Jane)
Participants experience of loosing her father at an early age and being left in the care of her 
alcoholic mother (Susan)
Difficulty in acknowledging the anger towards mother (Valerie, Susan, Rebecca)
263
Hidden Aspects of Family Life
Separation of the adults and child’s worlds, later on the same participant goes on to describe his 
first experience of getting drunk and again we see the parallel worlds of the adult and child, 
perhaps inciting intrigue, which to entered into this very secluded and exclusive world, through 
the medium of drinking (Dominic)
Victorian upbringing where the child and adults worlds were firmly separated in this case by two 
separate living rooms, one for the children and one for the adults, participant goes on to refer to 
his experience of a very stifled family environment in which normal aspects of carefree 
childishness were not tolerated (Dominic)
As a child picking up on the unspoken aspects of instability that lay beneath his parents marriage 
(Mike)
Mother’s outside persona and abuse kept very well hidden behind closed doors (Valerie)
• Restricted Family Dialogue & Emotionally Available Space/Other
Lack of open conversation about aspects of development: including sexual and intimate 
relationship formation (Bob), linked to secret life, hiding important aspects of adolescent 
development, shame
Relation to mother/fathers alcohol problems and psychological difficulties (Ben, Dominic, Susan, 
Valerie)
Instance in which the children are treated in his opinion as second rate adults, opinions 
invalidated (Dominic)
Lack of emotionally receptive family space (Jane, Bob, Dominic, Susan, Valerie)
Children’s needs being neglected for parents life in the public house, placing the children a sever 
risk. However also conceived in this case as a time free from anxiety and thus for playing games 
without the concern of the unpredictability of their mother’s alcohol (Valerie)
Aspects of childhood experience that were important went unrecognised, (Jane) shaming 
experiences of colitis but the family atmosphere is one of guardedness about difficult experiences.
Invalidating family environment, which this participant believes has contributed to her lack of 
clear identity, opinions and sense of self (Valerie)
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• Joint Parental Expectations
Experience of both parents’ expectations bound up in their only child (Bob, Jane, Rebecca) 
Alcohol becoming the saboteur of parents’ expectations (Jane)
Perception that neither of his parents really expected him to achieve much (Dominic)
High hopes for the only child, who would transcend their '‘working class” roots (Mike) 
Mother’s expectations and vicarious wish to live through her only daughter (Jane)
• Excessive Childhood Responsibilities
Disabled mother, that left this participant in the role as the eldest child, substitute mother trying to 
take care of the needs of her siblings and avoid the punishment of her father, which most likely 
inhibited the freedom and luxury of carefree environment facilitative for healthy child 
development (Susan)
Parents consumed with work left to ‘‘fendfor herself (Jane)
Becoming a ‘‘good girV’ responsible for taking on adult duties that were out of the realm of 
typical childhood responsibilities, in response to mother’s alcohol and unpredictability (Valerie)
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Appendix 13: Personal Reflections
My research interest in substance misuse and the family of origins has historical personal 
and professional roots. When studying undergraduate psychology, I endeavored to gain 
understand the origins of both drug and alcohol misuse, completing a dissertation on 
behavioural genetics. In the naive hope of ascertaining a position on infamous nature, 
nurture debate. My doctorate research has thereafter concentrated on the experiences of 
concerned and affected significant others, including a detailed and extensive literature 
review of systemic theory and practice. Latterly, my research has become increasingly 
focused on the role fathers within this vast and complex landscape. This is due to the 
identified dearth in this area of the literature and my own personal interest in the role of 
fathers in shaping psychological well-being.
My therapeutic experiences, which have undoubtedly shaped the research process, 
include a devotion to remaining with persons’ phenomenological accounts (inherent in 
the person centered approach) and understanding of unconscious communication 
processes (psychodynamic). Furthermore, I am currently working in a substance misuse 
team, which has given me direct access to the narratives of clients presenting with both 
drug and alcohol problems, as well as their family relationships. These experiences have 
undoubtedly been vital in shaping my own developing ideas and clinical hypotheses, 
regarding family influences on the development and maintenance of substance misuse. 
Yet, this research process has offered me a more subtly nuanced picture. Some scenes of 
which resonate with my previous experience, whereas others offer new insights and 
considerations for my future practice.
Data Collection
Accessing participants’ narratives during the data collection phase of this research proved 
to be more problematic that I had initially envisioned. The COREC and R&D Approval 
processes were arduous and intensely frustrating, eventually consuming approximately 
four months of my research window. This was partly due the sensitive nature of the 
research topic, which perhaps I had slightly underestimated from the outset. Thereafter 
recruiting participants was difficult. Given my clinical practice I was aware of the 
avoidant nature of this population as clients, who are thought to use alcohol to 
avoid/manage psychological difficulties, including those evoked during interpersonal 
encounters (Bowlby, 1969; Gilbert & Leahy, 2007). However, I discovered that for those 
who were in recovery, the '"'cataracts o f alcoholism” had lifted and they were able to 
engage fluently, offering vivid phenomenological insights into the subtleties of their 
experiences of family life. As a researcher, I was very transparent with my professional 
and personal stance on the topic from the outset and I felt this was important in the 
development of rapport, minimising of shame and possibility of objectification. My 
counselling skills equipped me well in this research endeavour and several participants 
described the interview processes, as "ve/y cathartic''. During the interview maintain the
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delicate balance between blaming and understanding family influences was challenging, 
particularly in light of the radical acceptance of the AA model, which many participants 
were accustom to. Overall, however I feel veiy privileged to have gained such rich, 
phenomenological accounts.
Analvsis: “A sold fish doesn’t know i t ’s in a bowl”
One of the participants suggested that until he entered recovery he did not realise the 
more subtle nuances of his family dynamics that had contributed to his difficulties with 
alcohol. He referred to himself, as a gold fish that didn’t know it was in a bowl. Indeed, 
many participants used social comparisons to place their narratives in context, suggesting 
that in their mind’s eye, they had not been raised in "dysfunctional” families and 
contextualising the subtleties of their experiences was remarkable. I too, in the early 
stages, found myself looking for the so called "dysfunctional family”, experiencing 
initially some bewilderment. I was aware that such narratives existed, as I had heard them 
firstly through my preliminary research with key informants and secondly in my daily 
practice with clients. Yet during the interview process, I truly came to recognise the pain 
of the full range of experiences of family life and parental relationships, which proved 
very moving and informative for both my personal and professional development.
During the early analytic stages of my research I too became the gold fish that didn’t 
realise it was in a bowl! I entered the entire woods of the participants’ phenomenology’s 
family experiences and intoxicated myself with copious amounts of fascinating data. 
Though this was time consuming, in hindsight this safeguarded taking a dichotomous 
position in the mother or father blaming, something that has been evident throughout the 
literature. Despite my intrigue in all matters related the people with alcohol problems, 
given the pragmatics of the paper I had to focus on the research question at hand. During 
this time I lost several weeks swimming in a circular manner. On reflection, perhaps I 
experienced something of a parallel process, a glimpse of the devastation that participants 
and indeed clients talked of when they experienced the “cataracts of alcoholism” 
clearing, the aguish of the multiple losses including interpersonal relationships, careers, 
and years of their lives.
Personal Reflections
Reflecting on the COREC process, my ambivalence was central to making the procedure 
more arduous than it needed to be. I believe that despite an inner urge to access the 
phenomenological accounts of people with alcohol related difficulties I initially avoided 
this, by opting for the safer, slightly removed experiences of people with drug misuse 
problems. On reflection, I can fully understand my reluctance to engage with a topic that 
for me is intriguing, but at the same time rather too close to my own heart. I was happy to 
operate from a position of partial knowing, from the key informants accounts of the 
previous year, as facing the direct narratives of people with alcohol related difficulties
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would represent for me, conversing closely with my belated father’s narrative, that I have 
thus far been unable to access. Partly as a result of this research process, I have come to 
the resolution that, though I can partially understand my father’s experience and family 
context, I cannot reach his phenomenology and perhaps even if he were to be alive today 
this would still not be accessible. This comes as a welcome reminder of grounded 
theory’s ccommitment to constructivist epistemology. This approach aims to offer 
detailed, co-constructed, yet localised theories, created though participants’ 
representation of reality, as opposed to attempting to generate immutable, empirical facts.
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